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“Therefore, more than in any other disease, it is necessary in the 
treatment of an individual patient with syphilis to follow a thera- 


peutic regimen which, after long-term study in large series of 
patients, has been established as satisfactory for the particular 
type of syphilis under consideration.”* 


long-term study 


more than a decade of clinical evaluation. 


large series of patients 


over two hundred million injections already administered. 


satisfactory 

high therapeutic effectiveness with notable safety in causing dis- 
appearance of spirochetes, healing of lesions and reversal of sero- 
positivity in a large percentage of cases. 


MAPHARSEN (oxophenarsine hydrochloride, P. D. & Co.) is supplied in 
single dose ampoules of 0.04 Gm. and 0.06 Gm., boxes of 10, and in mul- 
tiple dose ampoules of 0.6 Gm. in boxes of 10. | 


*Cecil, R. A.: A Textbook of Medicine. Philadelphia, W. B. Saunders Co., 1947, p. 376. 
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GOOD NAME... 
Old as the Industry 


Canned milk first became prominent in civil war days. About 

) . the same time, 1865, Charles A. Page, while U. S. consul at (/ 
Zurich, Switzerland, envisioned what the fixed qualities of canned 

milk could contribute to health improvement, the world over. 

He staked his future on his-conviction. 


From that day to this, Page consistently has been one of the 
reputable names in the evaporated milk industry — with a trail 
of plants from Switzerland to Kansas. 


Over the years, doctors, through their own experience, have 
; come to rely on Page quality and know-how. They have learned 
f Page can be recommended with confidence. 
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THE PAGE MILK COMPANY 
| COFFEYVILLE, KANSAS 
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Years Treating Alcohol 


And Drug Addiction 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 

Twenty-five years ago experience had bet- 
tered the methods. ‘Today with the advantages of collateral medicine, 
treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy 
and massage speed physical and emotional re-education. Coopera- 
tion with referring physicians. Write or phone. 


RALPH 


SANITARIUM 
Established 1897 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVE. KANSAS CITY 6, MO. 3 
Telephone Victor 3624 
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R. J. Reynolds Tobacco Co., Winston-Salem, N. C. 


According to a Nationwide survey: 


MORE DOCTORS SMOKE 
CAMELS THAN ANY 
OTHER CIGARETTE 


Doctors smoke for pleasure, too! And when 

leading independent research organiza- 
tions asked 113,597 doctors what cigarette they 
smoked, the brand named most was Camel! 
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Test for yourself 
what throat specialists 
reported when a 30-day 
smoking test revealed: 


“NO THROAT 
IRRITATION 


due to smoking 


CAMELS!” 


MAKE YOUR OWN 30- 
DAY CAMEL MILDNESS 
TEST. Smoke Camels, and 
only Camels, for 30 days. 
Prove for yourself how mild 
Camels are! 

Hundreds of men and 
women, from coast to coast, 
recently made a similar test. 
They smoked an average of 
one to two packs of Camels a 
day for 30 days. Their throats 
were carefully examined by 
throat specialists. And after a 
total of 2470 examinations — 
these throat specialists re- 
ported “not one single case of 
throat irritation due to smok- 
ing Camels!” 

But prove it yourself ...in 
your “T-Zone” (T for Taste 
and T for Throat). Let YOUR 
OWN TASTE tell you about 
the rich, full flavor of Camel’s 
choice tobaccos. Let YOUR 
OWN THROAT give the 
good news of Camel’s cool, 
cool mildness. 
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COLDS...SINUSITIS 


neo-synephrine hydrochloride constricts the engorged mucosa surrounding the 
ostia, permitting free entrance of air and free drainage of secretions. 
Neo-Synephrine hydrochloride affords prompt and prolonged __ 
decongestion with virtually no irritation or congestive rebound. ‘ ae 


HYDROCHLORIDE 
BRAND OF PHENYLEPHRINE. HYDROCHLORIDE 


\%% solution (plain and aromatic), 1 ounce bottles; 1% solution, 
1 ounce bottles; 4% water soluble jelly, 54g ounce tubes. 
Neo-Synephrine, trademark reg. U. S. & Canada 


New York 13, WiNnpsor, ONT. 


by dropper... 
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even after 40, a woman’s work is never done... 


Dishes, custpans, a thousand details...the three “d's” of 

household drudgery...are challenge enough at any age, 

but a stack of dinner dishes can look mountain high to the 

woman in the menopause. This is a disquieting aspect of the 

_ daily life of such patients that physicians can bring into proper 
perspective with “Premarin.” 

“Premarin” therapy, it has been found, has in it a certain “‘plus’’ 

that produces a sense of well-being in most women. “Premarin” quickly 

relieves the symptoms of the menopause. It is orally active, and is rapidly 


absorbed from the intestine. 


ee 99 
While sodium estrone sulfate is the principal estrogen SEAT 
in “Premarin,” other equine estrogens...estradiol, ON 
equilin, equilenin, hippulin...are probably also pres- x Is 
ent in varying amounts as water soluble conjugates. @ mata 


ESTROGENIC SUBSTANCES (WATER SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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dietary dub! 


Factories throb to the pound of his inventions—while he sits. Hour 


after silent hour he sits and schemes mechanical schemes or times 
the pace of tiny models. In his spare time? Moves to a rocking 
chair and reads. Has no appetite? Neither do hundreds of others 
whose occupations or pastimes require little physical energy. And 
you could cite many other reasons for inadequate diets—excessive 
smoking. indifference, ignorance, strong likes and dislikes . . . In 
many such cases, your prescription for one or more vitamins 
accompanies your advice on dietary reform. When you prescribe 
an Abbott product, you are assured that your patient will receive 
the full potencies intended. There is an Abbott vitamin product to 
fill every need—for one or a combination of vitamins, for supple- 
mentary or therapeutic levels of dosage, for oral or parenteral 
administration. Your pharmacy will be glad to fill your prescriptions. 
AspBotTr LaBorATORIES, NoRTH CHICAGO, ILLINOIS 
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e When children (infants and 


adults, too) are unable to tolerate 
the animal proteins in cow’s 

milk, MULL-SOY—the emulsified soy 
concentrate—is the replacement 

of choice. It is highly palatable, and 
easily digestible, without the 
offending proteins. of animal origin. 
® MULL.SOY is a biologically 
complete vegetable source of all 
essential amino acids. In standard 
1:1 dilution, it also provides 

the other important nutritional 
factors of fat, carbohydrate and 
minerals in quantities that closely 
approximate those of cow’s milk. 

* To prepare MULL-SOY, simply 
dilute with equal parts of water. 
BORDEN’S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE, NEW YORK 17, N. Y. 
In Canada write The Borden Company, Limited, Spadina Crescent, Toronto 


mull 


MULL-SOY is a liquid hypoallergenic food prepared from water, = 
soy flour, soy oil, dextrose, sucrose, calcium phosphate, calcium when milk 
carbonate, salt and soy lecithin; homogenized and sterilized 

Available in 15% fl. 0z. cans at drug stores everywhere. becomes forbidden food 
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Announcing... 


A New, Dramatic Advance In Antibiotic Therapy 


®@ Less Frequent Allergic Manifestations 
Unsurpassed Purity 


®@ Undiminished Antibacterial Activity against Mycobac- 
terium tuberculosis 


Dihydrostreptomycin Merck is a new, highly 
purified antibiotic, chemically distinct from 
streptomycin, and characterized by greatly re- 
duced neurotoxicity. 


® Extremely Low Incidence of 
Vestibular Disturbances 


Allergic manifestations due to dihydrostrep- 
tomycin therapy are rare, and no local skin irri- 
tation or other allergic phenomena have been 
reported thus far among personnel who fre- 
quently handle this drug. 

Dihydrostreptomycin Merck and Strepto- 
mycin Calcium Chloride Complex Merck may 
be used interchangeably in the treatment of 
tuberculosis. 


DIHYDROSTREPTOMYCIN 
MERCK 


(supplied as the sulfate or the hydrochloride) 


MERCK & CO., Inc. 


Manifactuning Chemih 


RAHWAY, N. J 
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R: only 2 or 3 drops 


HIGHLY POTENT: 


BLAND, NON-IRRITATING: 


a distinguished nasal 
vasoconstrictor 


Prompt, complete relief from nasal congestion and 
hypersecretion usually results from only 2 or 3 drops of 
Privine hydrochloride 0.05%. Each application pro- 
vides 2 to 6 hours of nasal comfort. 


Privine is prepared in an isotonic aqueous solution buff- 
ered to a pH of 6.2 to 6.3. Artificial differences in 
osmotic pressure between solution and epithelium are 
avoided. Thus, stinging and burning usually are absent. 


Privine is generally free of systemic effect. The occa- 
sional sedative effect that may be noted in infants and 
young children is usually due to gross overdosage. 
Since there is virtually no central nervous stimulation, 
Privine may be applied before retiring with no re- 
sultant interference with restful sleep. 


’ Privine: 0.05% in 1-ounce dropper bottles and 1-pint bottles; 
0.1% strength reserved for office procedures, in 1-pint bottles only. 


Cib 
i a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PRIVINE (brand of naphazoline)—Trade Mark Reg. U.S. Pat. Off. —2/1424M 
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“SMOKE LESS...OR 
CHANGE TO PHILIP MORRIS” 


... if smokers are affected by the irritant 


properties of cigarette smoke 


Sometimes physicians may advise “Don’t smoke 
at all.” But even where that is indicated, how many patients 
will forego the pleasure of smoking? 


For such patients, as for all smokers, the choice should be 
the least irritating of cigarettes. Many throat specialists suggest 
Philip Morris* because they are convinced from published studies**, as well 
as their own observations that Philip Morris alone, of all the 
leading cigarettes, is by far the least irritating to the 
sensitive tissues of the nose and throat. 


Perhaps you too will find it advisable to suggest to your patients 
who smoke . . .“Change to Philip Morris.” 


PHILIP 


Philip Morris & Co., Ltd., Inc., 119 Fifth Avenue, N. Y. 


IF YOU SMOKE A PIPE...We suggest an 
unusually fine new blend —Country Doctor 
Pipe Mixture. Made by the same process as 
used in the manufacture of Philip Morris 
Cigarettes. 


*Completely documented evidence on file. 
**Reprints on Request: 


Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; 
Laryngoscope, Jan. 1937, Vol. XLVII, No. I, 58-60; Proc. 
Soc. Exp. Biol. and Med., 1934, 32-241; N. Y. State Journ. 


Med., Vol. 35, 6-I-25, No. II, 590-592. 
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No milk laboratory 


in the world more modern! 


This is the new three and one-half 
million dollar Sturgis (Michigan) 
Similac Laboratory. This additional 
capacity was made necessary by your 
confidence in Similac, and your in- 
creasing use of the product in your 


infant feeding practice. 


The years of basic and clinical research 
which preceded the introduction of 


Similac, established with us a habit for 


research. And the many years of accept- 
ance which Similac has enjoyed since 
its introduction, make us fully con- 
scious that continuing research is an 


obligation. 

In our present resources to fulfill this 
obligation we take a pardonable pride. 
But our greatest pride will continue to 
be the high esteem in which Similac is 
held by Doctors everywhere. 


M & R DIETETIC LABORATORIES, INC. © COLUMBUS 16, OHIO 
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Life Income 


Replacement Program 


for Eligible 


Physicians & Surgeons 


of your 


State Medical Group 


Lifetime Protection 
for both 


Sickness & Accidents 


A SILENT PARTNER ... Continental’s Companion Policies 
Pays $ 300 Monthly Benefits for Lite. 


Pays $ 400 


Monthly 


Benefits first 9 years ($200.1st mo.) 


Pays $ 600 Additional Monthly Benefits if in Hospital. 


$ 2,800 Total Benefits first 3 Months for Hospital Disability. 
more benefits than 10 years’ premiums) 


$11,200. Benefits first 2 years, including above Hospital Benefits. 


Pays $ 7,500 Accidental Death Benefits, $12,500 Double Indemnity. 

Pays $10,000 Loss of Hands, Feet or Eyes, $15,000 Double Indemnity or 
$ 5,000 Cash & $400 monthly first 2 years, $300 monthly thereafter. 

Adjusted benefits for disabilities occuring after age 60. 


“THE SILENT PARTNER” Continental’s Companion Policies OUTSTANDING FEATURES 
NON PRO-RATING 


(more benefits than 40 years’ premiums) 


NO INCREASE IN PREMIUM 


NO CANCELLATION CLAUSE GRACE PERIOD 15 DAYS ~ 


NO TERMINATING AGE 


* Pays Monthly Benefits from 1st Day to Life 


Unusually Complete Protection 


* Pays Benefits for both Sickness and Accident. 
* Pays Lifetime Benefits for Time or SpecificLosses. 
* Pays Regular Benefits for Commercial Air Travel. 


* Pays Benefits for Non-Disabling Injuries. 


* Pays Benefits for Septic Infections. 
hether or not Disablity is lInmediate. 


* Pays 


* Waives Premiums for Total 


ermanent Disability. 


* Guaranteed Renewable Features and no Terminating Age. 


ConTINENTAL Casuatty Company 


ProressionaL Group Dept., Intermediate Division 


30 EAST ADAMS STREET — SUITE 1100 — CHICAGO 3, ILLINOIS 


ALSO ATTRACTIVE 
HEALTH WITH 
LIFETIME ACCIDENT 


PLAN 
FOR AGES 59 TO 75 


NON-ASSESSABLE 
NON-AGGREGATE 
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Here is an excellent instrument for general ophthal- 
* moscopic examination, designed to simplify and expedite 
% diagnosis through incorporation of the following features: 


1. A special lamp providing a clear, uniformly illumi- 
nated area on the patient's fundus. 


2. A well-designed optical system, providing a well- 
defined cone of light by means of a special condensing 
lens and a reflecting prism. 


3. A finger-tip rheostat control for adjusting the in- 
tensity of illumination while the practitioner main- 
tains observation of the patient's eye. 


These features mean superlative performance and 
can play a major role in the increased accuracy of your 
diagnoses. The instrument is compact, attractively de- 
signed, precise. 


Model 115B Head has double lens disc giving range 
of lens powers from +29.00 to — 30.00 D. 


Battery Handle No. 558, medium size, with rheostat. 


Model 1155B Head has single lens disc giving range 
of lens powers from +20.00 to — 20.00 D. 


Ask your AO Representative for a demonstration. 


American & Optical 


COMPANY 


; The © MAY OPHTHALMOSCOPE 


simplifies and expedites 
diagnostic examinations 


Model 1158 


Head with No 


55B Handle 
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Model 1155B Head 
with No 558 Handle 
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Complete Therapy for Pernicious Anemia 


Potent liver extract is the only substance which has been proved to 
provide complete therapy for macrocytic anemias. The concentration of 
all Lilly liver extracts is such that the amounts contained in the 
recommended daily dose will, in the average uncomplicated case of 
pernicious anemia in relapse, produce a standard reticulocyte response 
and cause the red-blood-cell count to return to normal within a period of 
sixty days. This standardization is in accordance with the 
recommendations of the United States Pharmacopoeia Anti-Anemia 
Preparations Advisory Board. 

Lilly injectable liver extract preparations include— 

Liver Extract Solution, Crude, Lilly, in strengths of 1 and 2 
injectable U.S.P. units per cc. 

Liver Extract Solution, Purified, Lilly, in strengths of 5, 10, and 
15 injectable U.S.P. units per cc. 


Lilly 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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Framable reprints of this illustration are available 


THE MEN RESPONSIBLE FOR 
MRS. BROWN’S BLOOD COUNT 


You, the physician, are ultimately responsible for the 
successful management of patients afflicted with 
pernicious anemia. You and your assistants carefully determine the 
patient’s response to measured doses of liver extract, but back 
of that is the responsibility of the men who make the product. 
It is reassuring to both physician and patient to know that the 
liver extract employed has met exacting standards before release. 
Fresh frozen liver is handled in abattoirs according to Lilly 
specifications and is checked by skilled Lilly inspectors before 
acceptance. The frozen liver is then ground and extracted in equip- 
ment designed by Lilly engineers. Lilly liver extracts, whether 
for parenteral or oral administration, are assayed on hospitalized 
pernicious anemia patients in relapse by clinicians experienced 
in hematology. Thus, from the grinding of the frozen liver 
to the final packaging and inspection, the production of Lilly liver 
products is supervised by competent specialists. They, too, feel 
deeply their responsibility for Mrs. Brown’s blood count. 


Giltty 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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Migraine * 


Baldwin L. Keyes, M.D. 
Philadelphia, Pennsylvania 


At one time migraine was a term used to define 
a distinct clinical entity. This was described as a 
violent one-sided headache with some accompani- 
ments in the nature of warnings such as scotoma 
and terminal effects such as nausea and vomiting. 
It was felt to be due to dilatation of certain menin- 
geal arteries as a result of localized spasm induced 
through sympathetic nervous stimulation.!: 3 

During the past few years an enormous amount 
of interest has turned to this subject of migraine, 
and a much broader concept exists of what may be 
included under this diagnostic term.!:? 

We now run the risk of becoming diffuse and too 
inclusive, although it seems reasonable to consider 
clinical entities based on localized periodic acute 
vascular dilitation, in any part of the anatomy, as 
having some common etiological basis. 

Migraine seems to follow an hereditary trend 
through certain families, especially from mother to 
daughter, whose male or female children may both 
have migraine, but whose daughters are likely to 
transmit the tendency further. 

There continues to be discussion of the relation- 
ship between migraine and epilepsy, and there is 
this familial pattern in both entities, and terminal 
capillary patterns are said to bear a close re- 
semblance.3? Migrainous families, however, do 
not have epilepsy any more frequently than normal 
healthy families, and the encephalogram shows no 
relationship to epilepsy.!4 

In about 40 per cent of the cases the onset is be- 
fore puberty with a ratio of females about two and 
a half to one, over the male in selectivity.!! All sorts 
of classes are subject to migraine, although it seems 
more predominant where there is greater nervous 
tension and stress, such as in city life. 

In many instances the migraine tends to grow de- 


*Presented at the 89th oF session, Kansas Medical Society, 
Wichita, Kansas, May 10-13, 


cidedly less or even to disappear after the climac- 
teric, although there are cases recorded in which it 
becomes worse after the menopause.!? 


Considerable discussion surrounds the question 
as to whether or not there is such a thing as a mi- 
graine personality.!>-48° On the whole there do 
seem to be, with unusual frequency, certain per- 
sonality factors present in the migraine patient.+, 48 
Possibly because of the repeated violence of their 
attacks and the always impending hazard of repeti- 
tion, many of these people develop a severe neu- 
rosis, with anxiety and tension and self pity and 
carry the risk of chronic invalidism. These patients 
are usually intelligent, extremely hypersensitive, ex- 
acting, even compulsive, and seem to have funda- 
mentally a lower resistence to distressing events, 
accepting inconsequential reverses as catastrophies, 
contradictions as insults and normal stresses as great 
worries. 

In addition to hereditary factors and personality 
sensitiveness, there is an enormous allergy com- 
ponent in better than 65 per cent of the cases, with 
histamine reactions common in many.'> Chronic 
gastro-intestinal disturbances, anemias, menstrual 
and endocrinological disorders all appear as predis- 
posing factors. Liver disturbances are now thought 
to be less significant, although the old name for 
migraine was “biliary headache.” Alcohol and to- 
bacco seem to increase sensitivity. Hypertension is 
five times more frequent in migraine patients than 
in other people, although this may be the result 
rather than the cause of the syndrome.* 


Many theories have been advanced by various in- 
vestigators as to the actual etiological factors pro- 
ducing migraine. 

Physiologists have studied the possibility of, a 
water and ‘salt retention with resultant cerebral 
edema,?? possibly induced by an allergy,!’ while 
hypoglycemia!® has been considered, along with 
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endocrine disorders!3 and vitamin deficiencies.”° 
Hemochromatosis has been shown to exist during 
migraine attacks with an increase in effective ar- 
terial blood volume.!? 


The possibility of alteration of cerebral spinal 
fluid flow with increase in sugar and reduction of 
chlorides has been considered.?° 


It is thought that only soft elastic arteries can be 
affected by the pathologic spasm sufficient to pro- 
duce the dilatation found in migraine.?! 


It has been indicated that the histamine headache 
involves the cerebral branches of the internal car- 
otid, the basilar and the vertebral arteries, while 
the migraine headache involves the intracranial and 
dural branches of the external carotid artery.>° 


The work of Wolf? and his associates showed 
that during an attack of migraine there was an in- 


crease in the amplitude of pulsation of certain ° 


branches of the external carotid artery, and further, 
that with decreased amplitude there was decreased 
head pain. 

Pressure in some instances over the occipital ar- 
tery or over the temporal artery reduced headache. 


The use of ergotamine to produce vasoconstric- 
tion reduced the amplitude of pulsation of the in- 
volved artery more than 50 per cent, with conse- 
quent reduction in dilatation and reduction in 
headache. 

Response to sympathetic nerve stimulation was 
not perceptably diminished with ergotamine. 

We may reasonably conclude then that the pain 
in migraine is due to a dilatation of certain cerebral 
arteries, while relief is brought about by constric- 
tion and a reduction of the amplitude of pulsation. 

Migraine episodes may be precipitated by dis- 
tressing emotional crises, anger, anxiety, sorrow, ex- 
posure to specific allergies, severe eye strain, and in 
some instances, harsh noises, sharp loud sounds, jolts, 
bumps and other mental or physical shocks.4® 

The typical migraine attack is usually preceded 
by restlessness, irritability, depression, drowsiness or 
a sense of fullness in the head, and rarely an unusual 
sensation of well being may precede the paroxysm. 
In some cases visual manifestations such as photo- 
phobia, hemianopsia, teichopsia, recurring flashes 
of light, moving colored spectrum and other scintil- 
lating scotomata, or other evidences of oculogyric 
crises may arise as an aura of an impending attack. 
Occasionally such experiences subside without cul- 
minating in the usual true migraine head pain. Such 
cases are referred to as oculogyric or ophthalmic mi- 
graine. 

Not infrequently there arises flushing or sweat- 
ing, or numbness or tingling on one side of the face, 


or a unilateral congestion of the nasal passages. Dur- 
ing an attack other signs of the central disturbances 
have been noted such as transient aphasias, one 
sided facial weakness, or hemiparesis on the side 
opposite the head pain. Occasionally vestibular 
and labarythine manifestations with vertigo may 
arise.4: 8, 3 

At the offset of an attack all premonitory signs 
become more severe, and almost suddenly give way 
to a terrific sense of pressure in the head which 
quickly becomes centralized over one side of the 
head, usually parietal or occipital, as an acute, vio- 
lent, boring and continuous pain which is unrelent- 
ing, not relieved by change of posture, though made 
worse by efforts to rise. During a severe attack, 
the patient is completely overwhelmed, appears as 
though in shock and may develop violent nausea, 
vomiting, even of a projectile or cerebral type.4® 


A migraine attack may last for a few hours to a 
few days when it is known as a migraine status, 
and it may occur at intervals of several days to 
several months. 

Migraine may be easily differentiated from ordi- 
nary headaches which are distinctly less paroxysmal, 
less localized, less disabling, not usually hemicranial 
and not usually accompanied by visual, visceral, or 
vasomotor reactions. 


Neuralgia differs in that the pain follows a 
course of the specific nerve involved which is 
usually tender, and other migraine accompaniments 
are absent. The headache of biliary crises differs 
from migraine in that there is usually a history of 
previous episodes, the headache is not localized and 
abdominal signs are of greater intensity than the 
head pain. 

The pain in nasal sinusitis is localized to a sinus 
area, and there is tenderness, and evidence of an 
inflammatory process, so that sinus pain, whether 
from pressure or vacuum, should not be easily con- 
fused with true migraine. 


The visual phenomena of migraine may be con- 
fused with tumors located in the occipital lobe, but 
the differentiation soon becomes clear. 


The headaches occurring in neurological or other 
organic diseases are usually explained by the find- 
ing of definite pathology and are likely to be con- 
tinuous and not paroxysmal. 


In brain tumor the pains are not only continuous, 
but steadily increase in severity, and manifest lo- 
calizing signs. 

In syphilitic meningitis there is continuous head 
pain, cranial nerve involvement and a positive serol- 
ogy to aid in the diagnosis. 

In minor epilepsy the paresthesias are momentary 
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while in migraine they may continue several min- 
utes. In migraine there are no interval convulsive 
episodes as in epilepsy. The electroencephalogram 
is not characteristic.!3 

The diagnosis of migraine may be proven by re- 
lief of the attack with a hypodermic of ergotamine 
tartrate, 0.1 cc; or by the use of nitroglycerine, 
1/100 gr. under the tongue to precipitate an epi- 
sode.?? 

Migraine headache can be differentiated from 
histamine headache by the use of an injection of 
histamine to precipitate a headache, when the na- 
ture of the distribution will indicate the involve- 
ment of external carotid artery branches if it is a 
migraine, and of the internal carotid artery branch if 
it is histamine cephalagia.?? 

The types of migraine discussed by various au- 
thors usually depend upon etiology, or localization 
of the vascular spasm and dilatation, or the clinical 
manifestations. 

We may, therefore, describe migraine as allergic,' 
endocrinological, menstrual, hypertensive,> and 
emotional; or preferably, ophthalmic,*: 7 vestibular,‘ 
pseudo-anginal,* visceral,4 hemiparetic;3, and of 
course, the classical hemicranial cephalagia. 

There is a certain group of patients in whom 
there is recognized a possible psychic equivalent of 
migraine,’ although some of these may be debated 
on the basis of a possible hysterical dissassociation.® 


The usual psychic equivalent described occurs 
after the preliminary aura and substitutes for the 
head pain. The usual manifestation is of a brief 
period of confusion, with detachment, or disassocia- 
tion for immediate contacts for some minutes, and 
is occasionally followed by a characteristic head 
pain, or even with nausea and vomiting. 

Obviously before any condition can be classified 
as migraine, or a migraine equivalent, it is manda- 
tory that there be demonstrated a complete migraine 
history extending back through the years, with a 
history of repeated paroxysmal episodes of classical 
migraine headaches. It is important to keep in mind 
that these psychic “equivalents” are very infrequent 
substitutions for the usual head pain, and arise only 
as a rare experience in some few migraine patients. 

Through the past years a tremendous amount of 
research work has been done on the subject of mi- 
graine by physiologists, internists, neurosurgeons 
and others, and although we can enumerate predis- 
posing factors, and precipitating causes for mi- 
graine, and can even watch the mechanism at work 
and can interpret its performance, still we do not 
know exactly what brings on the migraine attack or 
just why the disease exists. 

Treatment, therefore, continues to be experimen- 


tal and extends all the way from neurosurgery to an 
effort to shift the finer chemical balances of the 
body. In between we come upon various efforts to 
attack the body as a whole or any of its parts in 
which the paroxysm may have become manifested. 

In the treatment of migraine then it seems ob- 
vious that we cannot afford to overlook any one of 
the suggested causes or methods of therapy. We 
must consider every patient on his own merits as a 
total human being with certain predisposing quali- 
ties, certain likely precipitating factors, and char- 
acteristic patterns for the manifestations of the ill- 
ness. 

Migraine patients, therefore, require a careful 
personal and sociological history, a thorough and 
complete psychiatric evaluation, a detailed neuro- 
logical examination, and a thorough and painstaking 
physical examination including laboratory proce- 
dures, spinal fluid studies and electro-encephalo- 
gram. Whatever is wrong with the patient should 
be corrected, regardless of how insignificant it may 
seem. His work habits, his home life, his personal 
aptitudes, interests and dislikes should be carefully 
surveyed. Situations which are likely to produce 
tension and anxiety should gradually be eliminated, 
and an effort must be made to teach him to get on 
with his job in the world in spite of his illness. 


The actual treatment of migraine may be con- 
sidered on the basis of measures for relief of the 
acute episode, for relief or alteration of the basic 
factors, and for management of the patient in re- 
lation to his life situation. 


For the relief of the acute episode in the true 
migraine attack it is generally considered that ergot 
preparations are the most helpful.2> Of these ergota- 
mine tartrate is the drug of choice in that prompt 
relief is reported in 90 per cent of the cases.7>» 2» 24, 
13 The dose 2s (0.5 cc or 1 cc) (0.25 gm or 0.5 gm) 
given by hypo into a large muscle for prompt ab- 
sorption. The larger dose may cause nausea and 
vomiting in some patients until they get accustomed 
to it. 

Other ergot preparations are in use, such as di- 
hydroergotamine which will relieve about 70 per 
cent of the patients, but has the advantage of being 
somewhat less toxic.?>: 26, 27, 28, 29, 31, 32 


Ergovanine*> has also been used, but only con- 
trols about 40 per cent of the cases and seems to 
have no advantage over. dihydroergotamine. 


Wolf and others have shown that the ergot prep- 
arations bring relief through their ability to in- 
crease the tone of the arteries toward contraction, 
and thus produce an increase in blood flow and 
blood pressure, and a consequent decrease in blood 
volume in the area of dilatation and pressure.?>: >! 
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Palmer reported a series of cases in whom the 
attack was relieved by massive injections of vita- 
mine Bi; it was suggested that cibalgene tends to 
lessen the severity, though does not relieve the pain 
of the episode; and octin mucate in 200 mg. doses 
has helped others.!8 

Concentrated oxygen inhalations have seemed to 
bring relief to some. 

Prostigmine has been tried and occasionally les- 
sens the severity of attack, but seems to be more 
specific in aiding the histamine cephalagia rather 
than true migraine.>>, 2). 27 

Intravenous histamine has been attempted in 
some instances, but carried the hazard of increasing 
the severity of a possible histamine by-reaction. 

Theophyllin is recommended by some, but has 
not been too effective.? 

An occasional patient will gain some relief by 
the inhalation or ingestion of benzedrene sulfate. 

Rarely do the opiates succeed in relieving the 
paroxysmal episode, although they may at times 
lessen the intensity of the pain. Obviously the dan- 
ger of the formation of drug habits, because of the 
repetitious nature of the malady, would seem to pro- 
hibit the use of narcotics. 

On the basis of general measures in the hope of 
lessening the frequency and severity of attacks, it 
is obvious that desensitization against allergic fac- 
tors,>*® or to histamine sensitivity are necessary 
where indicated.>?, 26 40 

The use of massive vitamin injections, particu- 
larly of vitamin Bi, nicatinamide, and riboflavin 
seems reasonable.®: 41 

The injection of excessive amounts of calcium 
lactate and of potassium salts has been recommend- 
ed;38. 42 while others advise a high protein diet?? 
with restriction of salt, water and carbohydrates 
with the addition of ammonium chloride. 

It is apparent that clinical management and 
dietary restrictions become a matter of individual 
appraisal and adjustment and can follow no final 
rule. 

Endocrine therapy also is a matter dependent 
upon the needs of the specific case although some 
give gonadotropines rather freely.4> It has been 
shown repeatedly that induced menopause does not 
ring relief, but often aggravates the condition se- 
verely.44 

Other drugs that are administered during inter- 
vals between attacks are potassium thiocyanate, 
atropine and its derivatives, phenobarbital, and 
anticonvulsants such as dilantin and mesantoin. 
These latter do not seem to be of any particular 
value since this localization is vascular and not cor- 
tical in origin. 


In line with our atomic age it has been suggested 
that cloths impregnated with radioactive materials 
may be laid on the side of the head over the pain to 
bring relief. 

More acceptable may be the suggestion that nico- 
tinamide taken with a generous draught of whisky 
will relieve some of these migraine attacks.>! 

In the presénce of sucha severe, intractable, dis- 
abling condition, even radical surgical measures 
would seem justifiable, although such efforts must 
be understood to be largely experimental and likely 
to bring only temporary relief in most cases. Many 
of the surgical patients have shown rélief for three 
to nine months only, and to have a gradual return 
of old symptoms, and not infrequently they are 
more severe and more intractable than before opera- 
tion. 

Among the surgical procedures undertaken have 
been bilateral cervical sympathectomy;'®- 4> resec- 
tion of thoracic sympathetic ganglion; ligation and 
resection of the middle meningeal artery; periarticu- 
lar sympathectomy of the common carotid; ligation 
and section of the external carotid; resection of the 
superior cervical ganglion; resection of upper part 
of sympathetic chain on the side of the migraine; 
and removal of the cervical-thoracic chain. Still 
further surgical measures include novocain injec- 
tion of sphenopalatine ganglion,>? for a localized 
migraine; and a novocain injection of the gaserian 
ganglion, followed by subtotal removal of trifacial 
nerve which gave good results. 

Alcohol injection of the gaserian ganglion has 
brought temporary relief in some,!? while a cut 
through the upper third of the root of the gaserian 
ganglion has relieved the pain for a time.4> Cervical 
sympathectomy on the side of paroxysm has re- 
lieved the pain for some months.*> 

Resection of the greater superficial petrosal nerve 
has brought relief for some months.*° 

Injection of the stellate ganglion with procain, 
followed by ganglionectomy if pain is relieved,‘ 
has been attempted successfully. The same author 
has sectioned the middle and upper two-thirds of 
the trigeminal root with some success. 


It may be well to mention again that these surgi- 
cal measures have chiefly given relief of the pain 
for a period of a few months only and rarely for any 
prolonged period of time. 


In addition to the treatment of the acute attack 
an effort should be made to lessen and control the 
frequency of attacks and a great deal can be done 
through general management of the patient, and a 
program to improve his general physical and emo- 
tional tone. 

All migraine sufferers gradually develop a ten- 
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dency toward neuroses, extreme fatiguability, and 
invalidism which must be strongly guarded against. 
4, 12, 31, 48° They must learn self discipline, and 
self rehabilitation, and to manage their existence in 
such a way that the paroxysmal headache will inter- 
fere as little as possible with their required routine 
of life.48 

Many such patients learn to recognize prodromal 
signs of an impending attack and promptly give 
themselves a hypodermic of ergotamine tartrate 
(gynergen), rest for an hour, or until the attack is 
aborted, and then go on about their affairs. 

It is interesting to observe that many of these 
controllable cases demonstrate a sense of freedom, 
and of well being, for a day or so after such an at- 
tack is successfully aborted or terminated. 


In summary then we may say that although mi- 
graine continues to be studied with great intensity 
by many brilliant workers in diversified fields, and 
although some understanding exists as to the mech- 
anisms involved in the acute paroxysm, and some 
measure of control has been devised, no actual 
knowledge as yet exists to explain the significant 
underlying etiological factors. 

The emphasis in treatment siaiatil must con- 
tinue, for the present, in an effort to relieve the 
acute paroxysm and to control the frequency and 
duration of attacks. 

It is essential to maintain the broad concept of 
considering the patient as a whole with his physical 
factors, his personality and emotional problems, and 
his sociological difficulties; and to help him to de- 
velop an ability to surmount his handicaps, and to 
develop an increasingly satisfactory philosophy of 
life. 
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Medico-Legal Aspects of Migraine 

From time to time unscrupulous physicians will 
be tempted to favor a beseeching defense attorney 
with some form of mental aberration to defend a 
criminal act. 

It is again the old story of “momentary insanity” 
which has been outlawed in most states. 

Since epileptic psychic equivalents have properly 
taken their place in this defense armamentorium, it 
has been required that the presence of undisputed 
epilepsy must be shown. 

More recently, with increasing interest arising in 
migraine psychic equivalents, some of our willing 
friends have attempted to prove that a criminal act 
could be committed during a migraine psychic 
equivalent, which could then be considered momen- 
tary insanity. 
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Obviously it would be necessary to prove beyond 
a doubt the presence of a classical migraine history 
with typical migraine episodes. 

Even if it were shown that the defendant was a 
sufferer from true migraine, it would also be nec- 
essary to show that he was subject to the rare ex- 
perience of psychic equivalents. 


However, it can be shown that no one during a 
migraine psychic equivalent ever carried out a pur- 
poseful planned action, such as occurs in the epilep- 
, tic psychic equivalent. 

The migraine psychic equivalents have uniformly 
been accompanied by confusion, and if any change 
in action has occurred, it has been in the direction 
of a dissatisfaction and discontinuance of action. 


The whole episode of the migraine attack con- 
tinues for a long time, for many minutes or for 
hours, and cannot be considered as momentary. 


A glaring example of an attempt to stretch the 
truth was a recent case. 

The criminal recalled placing the gun against 
his victim’s head, recalled that he heard the ex- 
plosion, saw the flash of the gun and saw the man’s 
head fall back from the impact of the bullet, but 
claimed that he had had a migraine psychic equiva- 
lent at the moment of pulling the trigger and so 
was unable to recall that particular detail. Thus he 
was to be considered temporarily insane and not re- 
sponsible for his act. 

In this instance there was not even the excuse 
of a migraine history. 

Since considerable discussion has arisen in certain 
legal circles about this prize, the migraine psychic 
equivalent, it seemed wise to call attention to the 
truth of the matter to protect ourselves and the 
legal circles about this prize, the migraine psychic 
honor of the court. 
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Treatment of Genitourinary Tuberculosis with 


Streptomycin 
A. D. Mitchell, M.D.* 


Kansas City, Kansas 


Twenty-seven patients with genitourinary tuber- 
culosis have completed treatment or are being treat- 
ed with streptomycin at Fitzsimons General Hos- 
pital as an adjunct to systematized heliotherapy. At 
present 20 patients have completed a course of treat- 
ment. While the ultimate effectiveness of this anti- 
biotic agent against genitourinary tuberculosis will 
not be apparent until follow up information is avail- 
able on these and other similarly treated patients, 
sufficient information has been obtained to justify 
a preliminary report at this time. 

Eleven patients have completed a course of 240 
grams, and three patients have completed approxi- 
mately 500 grams of streptomycin administered in- 


tramuscularly, dividing two grams daily into .five 


equal doses from eight in the morning to midnight. 
Since toxic manifestations were rather prominent in 
patients receiving two grams daily, and improvement 
was in evidence in many patients during the first 
month of treatment, a second group of patients was 
given one-half gram of streptomycin every 12 hours 
for a period of two months. Fluid intake was not 
restricted, and no attempt was made to regulate the 
pH of the urine. 

The 20 patients ranged in age from 16 to 57 years, 
averaging 33 years. Nineteen patients were males, 
and one was a female. Four patients had arrested, 
and nine had active extra genitourinary tuberculosis. 

Labyrinthine dysfunction was present in 76 per 
cent of patients receiving two grams of streptomy- 
cin daily. Three patients required discontinuation of 
streptomycin, two because of severe labyrinthine 
symptoms and one because of exfoliative dermatitis 
and fever which recurred on three trials with smaller 
doses of streptomycin. These three patients received 
74, 82, and 82 grams and are included with the 
group receiving one gram daily for 60 days. Sixty 
per cent of the patients tolerated two grams of 
streptomycin daily for four months with negligible 
symptoms, and 86 per cent tolerated this dosage 
with symptoms which were not severely disabling. 
None of the three patients completing 60 grams at 
cne gram daily experienced toxic symptoms. 

Eight surgical procedures were performed on 
these 20 patients during treatment, and nine opera- 
tions had been performed on them prior to strepto- 


*Paper prepared by Dr. Mitchell (Captain, M.C.; A.U.S.) while 
on Urolog’cal Surgical Section, Fitzsimons General Hospital, Denver, 
Colorado. Now resident in urology, University of Kansas Medical 
Center. 


mycin therapy. Figure 1 shows the organ distribu- 
tion of tuberculous disease in these patients and the 
total dose of streptomycin given. 


Figure 1. Organ Distribution and Dosage 


Group I 240 Grams or more of Streptomycin at 2 
Grams daily. 

KB P(E) (T) (E)S (K)KPVV(E) 
(K)B* P(V)(E)* KKBP* 
KKB P(E) (T)S BPV(E)S 
KB PVV BKPVEE 
(K)B  PVV(E)(E)(T)S 

Group II 60 Grams Streptomycin 
KB (E) (E) (T)S KKBPVVEE 
KKUB_~ PV(E) (T) (K) KBEE 


* 500 Grams or more. K = Kidney; B = Bladder; 

P = Prostate; E = Epididymis; V Seminal Vesicle; 

T = Testicle; $= Draining Sinus; ( ) signifies the 

organ was removed surgically. 

Results 

Despite the lack of information concerning long 
term benefits of streptomycin therapy as an adjunct 
to systematize heliotherapy in the treatment of 
genitourinary tuberculosis, some relatively prompt 
and encouraging observations ‘have been made. 
Symptomatic improvement was obtained in 16 of 17 
patients with symptomatic disease (Figure 2). Re- 
lief of irritative urinary symptoms was not complete 
in all 11 patients but was significant. Renal pain was 
present in only one patient and was not improved. 
Scrotal discomfort was not severe in any of this 
series but was relieved in all patients with this com- 
plaint. 

Figure 2. Subjective Improvement 


Group I Group II 

Irritative urinary symptoms 8 of 8 3 of 3 
Renal pain 0 of 1 0 

3 of 3 2.06.2 


Scrotal pain 

Objective improvement as manifested by changes 
in physical findings, cystoscopy, bladder volume and 
pyelography was obtained in the number shown in 
Figure 3. The eight patients whose internal g-nitalia 
improved as noted on rectal examination showed 
varying degrees of resolution as manifested by de- 
crease in size, firmness and nodularity of the pros- 
tate and seminal vesicles. Improvement of tubercu- 
lous epididymitis without surgical removal was ob- 
tained in three patients as shown by decrease in size 
and hardness of the involved organ. Draining sin- 
uses, whether in the scrotum or in the nephrectomy 
wound, healed within the first month of strepto- 
mycin therapy. Of eight surgical procedures per- 
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formed during streptomycin treatment, including 
one nephrectomy, four epididymectomies, two epi- 
didymo-orchidectomies and one seminal vesicul- 
ectomy, only one epididymo-orchidectomy failed to 
heal by primary union. This wound opened on the 
14th postoperative day and was healed on the 23rd 
postoperative day. 


Cystoscopy was performed by the same observer 
in all cases and variable improvement was seen to 
develop in eight of ten patients. One patient refused 
cystoscopy; four patients developed completely 
healed bladder mucosa; three showed marked reduc- 
tion in the size of bladder ulcers; one patient's blad- 
der improved satisfactorily but three ulcers devel- 
oped two months after finishing 240 grams of strep- 
tomycin, and two patients showed no improvement 
cystoscopically. Bladder capacity proved quite va- 
riable and unreliable if over 300 cc. Of three patients 
with definitely contracted bladders, improvement of 
some degree was obtained in all. No pyelographic 
improvement was observed, but this does not seem 
discouraging, as x-ray evidence of healing a caseous 
lesion would not be expected in such a short period 
of observation. 


Figure 3. Objective Improvement 


Group I Group II 

Internal genitalia 7 of 9 Lab 2 
External genitalia with surgery 3 of 6 1 of 3 
External genitalia without surgery 3 of 6 2 of 3 
Draining sinuses 4 of 4 Lsof 1 
Cystoscopy 6 of 7 2 of 3 

Complete healing 3 l 

Incomplete without relapse 2 1 

Incomplete with relapse 1 

No improvement 1 l 
Increased bladder volume 2°08 2 tof 1 
Improved pyelography 0 of 5 0 of 4 


Laboratory improvement was evidenced by elim- 
ination or reduction of pyuria, hematuria, and tu- 
bercle bacilluria and by slowing of the sedimenta- 
tion rate as is shown in Figure 4. In only three of 
these patients have tubercle bacilli been recovered 
from the genitourinary tract after administration of 
streptomycin. A positive smear was obtained in one 
patient four days after discontinuing the antibiotic 
agent. A positive culture for tubercle bacilli was ob- 
tained from a surgical specimen (epididymis) re- 
moved from a second patient seven months after 
completing 240 grams of streptomycin. Another 
surgical specimen (seminal vesicle) was removed 
from this same patient after resuming streptomycin, 
and no acid fast organisms were obtained on Petrag- 
nani’s media. Eight months after receiving a total 
of 495 grams of streptomycin a positive acid fast 
smear was obtained on an ejaculated specimen from 
this patient. A positive tubercle bacillus culture was 
obtained in another patient with renal involvement 
after receiving two grams of streptomycin for 60 


days. These organisms were resistant to 1000 micro- 
grams of streptomycin per cubic centimeter whereas 
they were sensitive to one microgram per cubic cen- 
timeter prior to treatment. Smears and cultures were 
not considered negative until three 24-hour urines 
had produced negative results. 

The sedimentation rate was increased before treat- 
ment in onJy nine of the 20 patients and became 
normal during or after completing streptomycin 
therapy in eight of the nine (Figure 4). 


Figure 4. Improvement in Clinical Laboratory 


Findings 
Group | Group II 
Pyuria 7 of 10) 4 of 5 
Hematuria 5 of 6 2 of 3 
TBC smears and cultures 
Sedimentation rate 4 of 5 4 of 4 


Organizing patients into groups on a basis of the 
type of improvement shown during treatment re- 
veals that of 14 patients receiving 240 grams or 
more of streptomycin, eight demonstrated both 
clinical and laboratory evidence of improvement, 
and six showed only clinical improvement. Of the 
six patients receiving approximately 60 grams of 
streptomycin, four demonstrated evidence of clin- 
ical and laboratory improvement, and two showed 
only clinical improvement (Figure 5). 


Figure 5 
Group I Group Il 
Patients 14 6 
‘Clinical and Laboratory Improvement 8 4 
Clinical Improvement 6 2 
No Improvement 0 0 


It is thus evident that all patients treated with 
streptomycin improved to some degree during ac- 
tive treatment. 

Of more significance is a classification based on 
prognosis. The 14 patients receiving 240 grams or 
more of streptomycin have been followed an average 
of five months, ranging from one to ten months. 
And the six patients receiving the smaller total dose 
have been followed an average of 2.8 months, rang- 
ing from one week to six months. Dividing the pa- 
tients into three post-treatment prognostic categories 
we find (a) six of the 20 patients with no evidence 
of active genitourinary tuberculosis, (b) eight pa- 
tients who have obtained incomplete improvement 
of significance, and who have shown no evidence of 
relapse, and (c) six patients who cannot be con- 
sidered to have received benefit of significance from 
streptomycin treatment. Further follow up informa- 
tion may modify these figures greatly. 

Review of Cases 

Case 2: This 49-year-old white male had pul- 
monary tuberculosis in 1919, and a left nephrectomy 
for tuberculosis of the kidney in 1943. On admis- 
sion he had moderate nocturia, frequency and burn- 
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ing, and a diagnosis of ulcerative tuberculous cystitis 
was made based on cystoscopic and cultural evi- 
dence. The remaining kidney was normal. Two 
courses of streptomycin were given. The first course 
of three grams daily was given for 124 days and the 
second course at two grams daily was continued for 
122 days. During treatment four 24-hour urines 
were negative on smear and culture for tubercle 
bacilli, microscopic urines showed 3-5 WBC 
throughout treatment, and the bladder mucosa was 
observed to become normal except for one small 
ulcer. Eight months after finishing streptomycin 
this patient is voiding nine times in 24 hours with 
slight terminal dysuria. 

Case 4: This 34-year-old white male developed 
severe irritative urinary symptoms in May 1945 and 
had a nephrectomy in September 1945 for tuber- 
culous disease. After temporary improvement symp- 
toms recurred, and several positive urine smears and 
cultures for tubercle bacilli were obtained. The re- 
maining kidney was normal pyelographically. Blad- 
der capacity became reduced to less than 30 cc. He 
was treated with 282 grams of streptomycin in 148 
treatment days and the bladder was dilated hydro- 
statically at regular intervals. During treatment four 
negative tubercle bacilli smears and cultures were 
obtained. Five months after streptomycin was dis- 
continued he was voiding 60 cc. at a time with noc- 
turia 4-6 times and had no burning on urination. 
The ulcerated bladder mucosa was observed to heal 
completely during treatment and the capacity under 
anesthesia increased from 30 cc. to 150 cc. without 
bleeding. 

Case 8: A 25-year-old white male with a diag- 
nosis of pulmonary and bone tuberculosis in 1946 
developed pain in the scrotum in January 1947. A 
diagnosis of tuberculosis of the right epididymis, 
prostate and right seminal vesicle was made. In 
March 1947, seven months after receiving 240 
grams of streptomycin, a right epididymectomy was 
done, and pus from the specimen contained tuber- 
cle bacilli. In May 1947, after 180 grams more of 
streptomycin, a seminal vesiculectomy was done, and 
pus from this specimen contained no tubercle bacilli. 
Both surgical wounds healed by first intention. Five 
months after termination of streptomycin the pa- 
tient was asymptomatic and genitourinary examina- 
tion was negative. Eight months after finishing a 
total of 495 grams of streptomycin the left seminal 
vesicle and prostate were enlarged, hard and nodu- 
lar, and a positive acid fast smear was obtained from 
an ejaculated specimen. The patient remained 
asymptomatic. 

Case 9: A 29-year-old white male with bilateral 


pulmonary tuberculosis had a right epididymectomy 
and orchidectomy in February 1946, and these speci- 


mens were reported to be histologically tuberculous. 
In November 1946 he developed left epididymitis 
and a draining scrotal sinus without urinary symp- 
toms. The prostate was enlarged, hard and nodular. 
A urine specimen obtained immediately after pros- 
tatic massage produced a positive tubercle bacillus 
culture; all other urines were negative for tubercle 
bacilli. One month after starting two grams of 
streptomycin daily the scrotal sinuses were dry. After 
three months of streptomycin an epididymectomy 
was done. Streptomycin was continued another 
month. At the termination of streptomycin treat- 
ment there was no change in the prostate and the 
scrotum was dry. Four months after treatment the 
patient remained asymptomatic, and there was no 
pyuria. 

Case 15: This 16-year-old white female had ir- 
ritative urinary symptoms for two years prior to 
admission. Examination revealed left superior caly- 
ceal destruction, a positive tubercle bacilli culture 
from the left kidney and a large ulcer on the 
posterior wall of the bladder. This patient had 
shown improvement on heliotherapy alone, in that 
her nocturia was reduced from five to two times 
nightly, and burning on urination had become some- - 
what less. Because of this improvement a course of 
streptomycin was given rather than performing a 
nephrectomy. After eight weeks of streptomycin at 
one gram daily shé had nocturia once nightly and 
no burning on urination. The bladder was normal 
except for a narrow linear ulcer, and there was no 
pyuria. The pyelographic ‘evidence of destruction 
was unchanged. 

Case 17: This 30-year-old white male had acute 
right epididymitis in 1943 followed by a draining 
sinus, the fluid from which contained tubercle 
bacilli. A right epididymectomy was done in 1944. 
In June 1947 he developed left epididymitis. After 
a total of ten grams of streptomycin was given in 
five days, a left epididymo-orchidectomy was done 
and the wound healed by primary intention. Three 
months later a small draining sinus developed in 
the upper end of the left scrotal incision. Drainage 
was slight and no positive laboratory data for tuber- 
culosis was obtained. After 14 days of streptomycin 
the sinus was healed and remained healed two 
months after completion of 60 grams of strepto- 
mycin at one gram daily. 

Discussion 

There is certainly insufficient information ob- 
tainable from this small series to determine the 
proper daily and total dose of streptomycin for all 
the various types of genitourinary tuberculosis. How- 
ever, from present information, it appears that strep- 
tomycin is indicated in all cases of genitourinary tu- 
berculosis. 
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1. Draining sinuses will respond well to one 
gram of streptomycin daily for four to six weeks. 

2. One gram of streptomycin daily for three 
weeks pre- and postoperatively should be an opti- 
mum amount for surgical procedures performed for 
tuberculous lesions of the genitourinary tract. 

3. Bladder tuberculosis should be most amenable 
to streptomycin, since one-half to three-fourths of 
the intramuscular dose is excreted in the urine. The 
proper dose appears to be large if the vesical lesion 
is at all marked as evidenced by ulceration. If tuber- 
culous disease of the kidneys is absent and ulcera- 
tion is not extensive, our recommended dosage’ is 
one-half gram of streptomycin every 12 hours for 
eight weeks at which time the patient should be re- 
examined cystoscopically. If sufficient improvement 
has not been obtained the drug should be continued 
another eight weeks. If marked ulceration is pres- 
ent two grams of streptomycin daily for two to four 
months is indicated. 

Two patients in this series who had tubercles in 
the bladder without ulcers obtained normal vesical 
mucosa after 120 grams of streptomycin, and one 
patient with severe ulcerative tuberculosis obtained 
. a normal bladder mucosa after 262 grams of strepto- 
mycin, but four patients had vesical ulcers and tu- 
bercles after 240, 240, 310, and 510 grams re- 
spectively. 

4. The proper dose of streptomycin for genital 
tuberculosis will depend on the type, extent and 
duration of the lesion. One gram daily for six to 
eight weeks should be adequate for most lesions in 
this category. 

5. Knowledge of the place of streptomycin in 
the treatment of renal tuberculosis awaits adequate 
follow-up information. No evidence of improve- 
ment in pyelograms has been observed in this series, 
but five patients with positive cultures of urine ob- 
tained from the kidney prior to streptomycin treat- 
ment have remained negative culturally. 

Our tentative recommended dosage of strepto- 
mycin in non-surgical renal tuberculosis is one gram 
daily for eight to 16 weeks. One gram daily for 
three weeks pre- and postoperatively is recommend- 
ed for surgical renal tuberculosis. 

That poor renal function is a contraindication per 
se to treatment with streptomycin has not been 


borne out by this project. Two patients with very 
poor renal function were treated. One was given 
two grams daily and the drug had to be discon- 
tinued because of severe vertigo after 82 grams. The 
other patient was given one gram daily for 60 days 
without ill effect and also without significant im- 
provement. 

How much of the improvement obtained was due 
to systematized rest and heliotheraphy cannot be de- 
termined, but certainly streptomycin cannot be con- 
sidered a substitute for, but rather must be used as 
an adjunct to, standard sanatorium care and judi- 
cious surgery. 

The use of purified derivatives of chaulmoogra 
oil with streptomycin, as reported by Slotkin, may 
further modify the antibiotic management of this 
disease. 

One unfortunate development resulting from the 
use of streptomycin is that the patient who has 
finished a course of streptomycin and is relatively 
asymptomatic thinks he is cured and is ready to go 
back to a full schedule of work. Every effort is made 
at Fitzsimons General Hospital to dispel this view 
and to obtain a period of reduced activity for at 
least six months to a year after treatment. 

Summary 

A review of 20 patients who have completed a 
course of streptomycin is presented. Fourteen pa- 
tients received 240 grams or more of the antibiotic 
and six patients received 60 grams, approximately. 

Results are presented from subjective, objective 
and laboratory view points. 

Indications and recommended dosages are given. 


Although all patients treated showed evidence of 
laboratory and/or clinical improvement to some de- 
gree, only six of the 20 patients showed no evidence 
of active genitourinary tuberculosis after strepto- 
mycin treatment, and eight others showed improve- 
ment of significance. 
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Treatment of the Acute Stage of Anterior Poliomyelitis 
(A Study on the Use of Curare) 


M. E. Pusitz, M.D. 


Topeka, Kansas 


Introduction: 
The following is a resume of the procedures 


adopted in the treatment of 104 consecutive cases ° 


of acute infantile paralysis in the epidemic of 1946, 
in a small institution, and with effective results. 
With the exception of 12 cases, all were hospital- 
ized. Of these, the vast majority were referred 
into Topeka from other localities, and some from 
long distances. These were, therefore, might “sick” 
people, who required immediate and effective 
therapy. 

No controversial stand is being adopted. We are 
not Kenny enthusiasts but we do have an admiration 
for her work which has stimulated the medical fra- 
ternity to renewed investigation of these problems. 
We may not agree with her in very many respects, 
but we do agree that it is only in the exceptional 
case, indeed, that rigid immobilization is indicated. 
At the same time, we can not agree with McCarroll 
on his stand that regardless of treatment (or no 
treatment) the results are the same. There is more 
to the treatment of infantile paralysis than just the 
cataloguing of flaccid paralyses, and the use of braces 
and surgery. Our own experience here has revealed 
many contractures in these so-called untreated cases. 
Since returning from service to practice, we have 
encountered many residual effects due to polio in 
the form of contractures, tight muscles in the erector 
spinae muscle group, the hamstrings, etc. We had 
seen some of these cases in service. 

An excellent discussion of this problem has been 
recently published under the title of “Muscle Fibro- 
dystrophy.” It is not a question of whether physio- 
therapy or muscle education or curare, or anything 
else for that matter, cures—we know that at this 
time we have no specific treatment, nor specific pre- 
vention, of this disease. There is the question, how- 
ever, of gaining the maximum of function, and it is 
the contention of the author that this maximum is 
more easily, more efficiently, and more maximally 
obtained by a continued program of physiotherapy 
and muscle education than by haphazard “laissez 
faire” policies of “no treatment.” At the same time, 
in order to handle efficiently the largest number of 
cases in the shortest period of time, and with the 
least tying up of personnel, we must seek for meth- 
ods which are not trying to the patient, the hospital, 
and the community. It is the old problem of 


*This study was carried on in conjunction with C. Beach, B.A., 
P.T., and R. Hamilton, B.A., P.T. The analyses of relaxation were 
made by the physical therapis:s. : 


“logistics” in the service, which an old army sergeant 
defined “to win a-battle, you must get the mostest, 
the bestest, the fastest and the firstest to the front.” 
Since the treatment is symptomatic, the routine will 
te described under symptom headings. 

Malaise: Hyperpyrexia: As a general rule, 
the fever ranges from 101-102. The patient is 
sick and apprehensive, and is suddenly isolated from 
his family. Some tact and judgment will improve 
his fear and enable the doctor to gain the coopera- 
tion desired. If the fever goes beyond 102, then a 
tepid sponge bath, wet packs, or even colonic irri- 
gations can be used. We have not relied on drugs 
to any extent. 

Dehydration: In quite a number of cases, the 
child has been brought in after some days of 
nausea and vomiting, or after some days of not 
taking food or fluids. In at least two cases, it was 
felt that this was the important precipitating factor 
leading to death. Intravenous fluid administration 
is the fastest method of restoring fluids. Fluids by 
mouth should be encouraged where this is feasible. 
Until this stage is reached, ample fluid administra- 
tion should be the rule, intravenously. Fluids can be 
given per rectum, but this is messy and not always 
satisfactory, especially in children. Subcutaneous ad- 
ministration is quite painful in children. 


Pain: Although there are many who disbelieve 
pain as a prominent symptom, in this series of 
104 cases, in one epidemic, it was almost constant. 
The pain is severe at times, and the slightest move- 
ment will cause a paroxysm of pain, so that the child 
will dread anyone coming near it. Pain was more 
constant than headache, and was frequently con- 
fused with headache, when the pain was prominent 
in the back of the neck. Drugs will give temporary 
relief from this pain, but their dosage must be great, 
and their effect is temporary. It is not surprising 
then that the clinician began to seek for more ef- 
fective measures than drugs to relieve pain. Even 
rigid immobilization (in the old routine) did not 
relieve pain in a large percentage of cases. Kenny’s 
hot packs were soon the style for the relief of pain, 
assuming that this pain was due to muscle spasm 
Pain may, however, exist without muscle spasm, and 
vice versa. In examining many cases which were hot 
packed, in several institutions, it was felt that only 
half the cases were really relieved from pain by the 
hot packs. Curare, on the other hand, has almost 
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always relieved pain, and the relief is immediate 
and dramatic. It was only the exceptional case 
which did not respond soon to it. 


Muscle Spasm: Here again one enters a some- 
what controversial field. But muscle spasm was 
a definite symptom in almost all of the cases in this 
epidemic. It was not felt that muscle spasm was 
always the cause of pain, since some cases presented 
pain without muscle spasm being present, and other 
cases presented muscle spasm without discomfort. It 
is true, however, that the majority of cases presented 
both muscle spasm and pain. Here again it was felt 
that hot packs would do well to relieve muscle spasm 
in half the cases. Moreover hot packs required an 
army of personnel, which a small institution could 
not afford. For this reason, all the hospitals in this 
vicinity closed the doors to infantile paralysis. 
Clearly a simpler and more effective method was 
necessary; this was found in the use of curare. 


Curare relieved muscle spasm in every case it was 
used. It relieved muscle spasm in cases where hot 
packs had failed, and where the use of prostigmin 
had failed. Following the reports of Ransohoff, 
curare was tried out in this epidemic in a total of 
53 cases. Every case responded well to the use of this 
drug with relief of pain and muscle spasm. A more 
detailed discussion will follow under the heading 
of curare administration. 


Curare Administration: In this group of 104 
cases, 12 were treated in the home. In this group, 
with less severe symptomatology, prostigmin was 
used alone, with fair effect in relieving pain and 
muscle spasm. Of the 92 hospital cases, 14 were hot 
packed. Of these, three were effectively treated with 
hot packs alone; two had prostigmin added to obtain 
relief. In three cases of hot packs and prostigmin, 
the relief was not adequate, but immediately became 
adequate when they were switched to curare therapy 
alone. In six cases, hot packs were ineffective, and 
so they were switched to curare alone immediately, 
without using prostigmin. All obtained immediate 
relief with curare. 


Curare was used in a total of 53 cases. The drug 
was administered intramuscularly three times daily, 
starting with a minimal dose of 0.9 units of intocos- 
trin per kilo of body weight, and increasing grad- 
ually until an effective dose was reached, never more 
than 1.5 units. At first the drug was given at certain 
specified hours, but later the drug time was stag- 
gered so that the physiotherapist could give treat- 
ment shortly after the administration of the drug, 
with maximum relaxation, and therefore minimum 
pain following manipulative therapy. In no case was 
curare required beyond a period of three weeks; in 
no case was curare unable to relieve muscle spasm. 


In four cases there were reactions which worried 
us. Two of these were rather simple; one was dis- 
turbance of respiration which required about ten 
minutes to clear up. In one case there was doubt 
cast on curare, but this was undeserved. A patient 
with severe bulbar involvement, with complete par- 
alysis of one side of the chest and half the dia- 
phragm, with facial paralysis and involvement of 
the muscles of speech and pharynx, was doing very 
poorly on hot packs, with much pain, muscle spasm, 
and discomfort. With curare, he was relieved of 
pain and muscle spasm, but the involvement of the 
chest, diaphragm, pharynx and speech continued. He 
died of evident respiratory failure, after he had been 
on curare for about three weeks. Obviously curare 
after three weeks would not suddenly be fatal, and 
the patient had enough pathology to explain the 
cause of death on the basis of bulbar involvement. 


The use of curare entailed no complicated series 
of procedures, only the intramuscular administra- 
tion of the drug three times a day, with the instruc- 
tion that a graduate nurse must be present at and 
following the administration for at least 20 minutes; 
the graduate nurse being instructed in the routine of 
artificial respiration. Artificial respiration was used 
on the fatal case above mentioned, but had no effect, 
because, as stated, it was a respiratory centre affair 
and not a peripheral one as in curare poisoning. Ar- 
tificial respiration was used on the other case with 
respiratory difficulty and was immediately success- 
ful in relieving all symptoms and could be discon- 
tinued at the end of about 15 minutes. One patient 
had an idiosyncrasy to the drug and would vomit 
each time the drug was administered, so the drug 
had to be discontinued. 


With the use of curare there were no difficulties 
encountered in taking care of as many as 14 cases 
at one time, in a small institution which was not 
well equipped to handle these cases at all. In one 
instance, by mistake, a dose two and one-fifths times 
the maximum dose was administered to a small 
child, without any deleterious effect. This was 
detected by the family pediatrician after it had been 
administered. So marked and complete was re- 
lief of pain and muscle spasm obtained that the 
physiotherapist could tell which cases were receiving 
curare, and repeatedly asked for the use of the drug. 


Contracture: That contracture takes place in 
poliomyelitis has long been recognized. The 
Steindler clinic has stressed this development, par- 
ticularly with cast immobilization and in muscles 
which were paralysed. In fact, some of the worst 
contractures are seen in zero muscles. Mennell 
warned against this in his book written many years 
ago, and emphasized the importance of putting even 
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paralyzed muscle through its range of motion. It 
was Kenny who probably put the greatest emphasis 
on this phase of the subject, although the author does 
not entirely agree with her interpretation. 


Contracture is separate and distinct from muscle 
spasm; a muscle in muscle spasm may go into con- 
tracture, but a paralysed muscle may also go into 
contracture. Muscle spasm is present only in muscles 
which are partially or not at all paralyzed. Muscles 
completely paralysed evince no muscle spasm. For 
many years we have been noting muscle contractures 
following poliomyelitis in the nature of pes cavus 
or pes valgus, malposture, extreme limitation of ex- 
tensibility of muscles, particularly shown in the 
erector spinae muscle mass, the hamstrings, the flex- 
ors of the knees, etc. Bingham recently described 
this in a large series of cases seen in service, and 
which he collected under the term “muscle fibro- 
dystrophy.” Even where there has been: no actual 
paralysis of any of the muscles, this condition can 
and frequently does supervene. Certainly this is an- 
other argument against the interpretation of Mc- 
Carroll as to the uselessness of physiotherapy and 
muscle education. We have noted this in quite 4 
percentage of these early cases, just as Bingham has 
done in the old chronic cases not recognized until 
many years later. 


To prevent contracture, we have adopted the pro- 
cedures advocated by Ransohoff, namely, the ade- 
quate stretching of all muscles, whether they are par- 
alysed or not, but particularly those groups of mus- 
cles which have been in spasm, and which we have 
found to readily go into a state of contracture—the 
erector spinae muscles, the hamstrings, flexors of the 
knee, flexors of the foot, adductors of the shoulder, 
flexors of the elbow, dorsiflexors of the wrist, etc. 
The time to institute these stretchings is preferably 
when they are completely relaxed by the curare, the 
prostigmin, or the hot packs—but best curare. The 
curare was staggered so that the physiotherapist gave 
the treatment about 20 minutes after injection, when 
the patient was in a state of maximum relaxation. 
As a result, there was very little serious complaint of 
pain on the stretching exercises. The entire body 
is gone over in this manner in a routine manner. It 
would take 20-30 minutes in an involved case for 
the complete schedule of stretchings. Immediately 
after the stretching routine, the patient is encour- 
aged in a routine of exercises to develop the weaker 

- muscles, combat deformity, along the line of mus- 
cle education followed by the general masseuse. First 
movements are made with the assistance of gravity, 
then without gravity, then against gravity, and fi- 
nally against resistance. Stretchings are started as 
soon as the patient's general condition has improved, 
even though there may still be elevation of tempera- 


ture. In most cases, muscle education is well on its 
way by the third or fourth day. The primary object 
in view is to get the patient up early and to get him 
walking just as soon as one can. 

Patients without paralysis are ready to sit up as 
soon as their temperature is normal, and to start 
walking shortly thereafter. It has been amazing how 
rapidly the unparalysed cases make a comeback. By 
far the vast majority of the patients without paralysis 
are walking by the end of the tenth day, and dis- 
charged at the end of two weeks. Patients with mild 
paralysis walk just about as rapidly. Moderate par- 
alysis may require the use of splints and supports, 
which will be discussed below. Seldom is more than 
one month required except for the severe paralytic 
cases. The severe paralytic cases are encouraged in 
the same way to get up with braces and crutches as 
soon as possible and get going. As much as possible, 
the attempt has been made not to hospitalize these 
cases for too long a period of time, but rather to get 
them up and around as soon as possible, and have 
them return routinely for further treatment, check- 
up and muscle education as out-patients. 


Apprehension: Patients old enough to know 
what it is all about are much more difficult to 
handle because of their fear and apprehension. 
Too much emphasis can not be placed on the proper 
psychological approach. This is much more impor- 
tant than any amount of medication, although the 
latter does help. In a general way, the above ap- 
proach in which the patient is made active right 
from the beginning, and has already been started on 
a tangible program by the time he wakens to the 
fact that he has polio, keeps the patient too busy to 
become too concerned. It is when the routine lags, 
either because the patient has not been started off 
quickly enough, or where there have been many 
other complications, that the patient becomes a psy- 
chological problem that is difficult to handle. Even 
a severely paralysed patient, with both legs and 
waist paralysed, with only the arms uninvolved, can 
be started off immediately on a program of develop- 
ing the upper extremities to the peak necessary for 
ambulation later, when braces’ and crutches are used. 


All forms of therapy used should be of such a 
nature as to disturb the patient as little as possible. 
For example, the use of an aspirator or suction tube 
should be done gently and with due consideration 
for the patient. The use of a soft rubber tube will 
facilitate things and be less apt to irritate or injure. 
The use of repeated lumbar punctures is not nec- 
essary. One lumbar puncture should be done, but 
if this is found to be low, no attempt should be made 
to fepeat, if the clinical signs point to the correct 
diagnosis. Only if the lumbar puncture is too high 
should one repeat the lumbar puncture, with the idea 
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of culture, etc. to verify the diagnosis. A lumbar 
puncture done too early or too late may show per- 
fectly normal findings. It has been our procedure to 
perform no lumbar puncture in a very sick patient, 
where the diagnosis is evident, as in flaccid paralysis. 
Later, when the child is not as sick, a puncture can 
be done. Two cases sent in with a diagnosis of in- 
fantile paralysis were returned to the referring phy- 
sician with the diagnosis not confirmed because of 
normal spinal puncture fluid examination and mini- 
mal findings clinically. One case returned two 
months later with complete paralysis of the tibialis 
anticus. 


Treatment of Encephalitic Cases: Treatment 
of the lower motor neurone type of case with 
flaccid paralysis was extremely simple compared 
to the treatment of the bulbar type. Of the six 
cases that died, all were of the bulbar type, and all 
died of either respiratory failure or final exhaustion. 
In this respect, it must be recalled that in an upper 
motor neurone lesion, the initial phase may evince 
only flaccid paralysis, and the spasticity may be evi- 
dent only later. One such case was encountered, 
which fortunately made good progress. 


Involvement of the muscles of the pharynx con- 
cerned with swallowing, and of the muscles of the 
palate concerned with phonation (and closing off 
of the nasopharynx during swallowing) complicate 
treatment considerably. With involvement of the 
ninth and tenth cranial nerves, there results an ac- 
cumulation of secretions in the pharynx, unswal- 
lowed, which interferes with inspiration. This mucus 
may be aspirated into the lung with the everpresent 
danger of the development of a terminal pneumonia 
Pharyngeal paralysis is always serious. A child who 
can not swallow can not breathe well. If he does not 
choke himself, he gradually gets into a state of ex- 
treme fatigue—he has to stay awake most of the 
time; as soon as he falls asleep he chokes. This ex- 
treme fatigue may be the important factor in bring- 
ing about the death of the patient. One must dif- 
ferentiate pharyngeal paralysis from true respiratory 
distress. The respirator is effective in respiratory 
difficulty but not in pharyngeal disturbance. Even 
with respiratory distress, one must differentiate be- 
tween complete centre failure, where the respirator 
may be effective, but it will not be effective with 
distortion of the respiratory centre, where the respir- 
ation is jerky and irregular. 


Treatment of Pharyngeal Paralysis: Rules to 
Follow: 

1. Postural drainage is the first expedient to be 
tried, and in this care must be taken to ensure ‘that 
the head of the bed is kept constantly lower than 
the rest. 


2. Avoid excitement, and handle the patient 
gently; relieve apprehension. 

3. Frequent suctioning of the posterior pharynx 
can be performed by means of an ordinary operating 
room aspirator, but be gentle. Use a rather soft tube 
instead of a hard one. 

4, Atropin can be used, although its efficacy is 
questionable. , 

5. Nothing by mouth or by tube, at least until 
the temperature is normal, and the patient is be- 
ginning to improve. The use of 10 per cent glucose 
intravenously, or per rectum, may tide the patient 
over, and give him the necessary fluids to offset any 
danger of dehydration. 

6. Tracheotomy has recently been vaunted as a 
new method. As a matter of fact, this was first 
described by Wilson in 1932, who advised it in se- 
vere selected cases only to enable the patient to be 
fed with less fear of choking due to vomiting at- 
tacks. It was also thought to prevent aspiration of 
the pharyngeal secretions, and allow the patient to 
sleep uninterrupted without choking spells. In se- 
lected cases the measure is worth while, but only 
after all other procedures have been tried. It will 
need to be used infrequently, where the above meas- 
ures have failed and the child is frightened and will 
not relax. Tracheotomy will not keep the child alive 
if there is muscle paralysis. Even with tracheotomy, 
one may have to use the respirator. 

Do not put a tube down the stomach: Do not 
Lavage: By the above routine by far the vast major- 
ity of bulbar cases recover; and by far the vast 
majority in one month or more will swallow. 

Respiratory Distress: Polio affects respiration 
in the following ways: 

1. Primary muscle paralysis, involving a. the in- 
tercostal muscles, b. the diaphragm, c. the abdominal 
muscles (expiration). 

2. By causing dysfunction of the respiratory cen- 
tre. 

3. By causing pharyngeal paralysis. 

The respirator is of definite value only in the first 
type. The intercostal muscles are not so important 
in children, but the diaphragm is. However, the 
lower intercostals are used to oppose the diaphragm. 
As noted above, pharyngeal paralysis is extremely 
important, and yet fairly hard to differentiate from 
true respiratory disturbance because it does cause a 
jerky type of respiration. The respirator is effective 
in the first type, but it must be remembered that it 
may be effective when there is complete failure of 
the centre. But when the centre is distorted, as is 
usual, the respirator will be of no value, and may 
even be harmful. The routine adopted in this group 
of cases was to use the respirator as little as possible. 
In cnly one case of the whole series was it felt to 
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have been of real value. It is interesting ot note that 
all the death cases except one were given the value 
of respirator use. 

Early Signs of Respiratory Muscle Failure 
(Wilson): 

1. Increase in rate; decrease in depth. 

2. Interrupted speech. This was a particularly 
interesting phenomenon noted in one case which 
finally went on to death, three weeks after treatment 
with curare. 

3. Use of the accessory muscles of respiration in 
the neck. Flaring nostrils. 

4. Excessive drowsiness; encephalitic picture. 
This is due to chronic anoxia and not to the virus 
of poliomyelitis. 

5. Where both shoulders are paralysed, watch 
the intercostals. 

6. Where there is a true paralysis of the neck, 
watch the diaphragm. 

Grossly irregular respiration soon becomes inade- 
quate respiration and indicates involvement of the 
respiratory centre; this soon means that the patient 
is in extremis, from any cause. Flaring of the ribs 
on inspiration occurs when the diaphragm is par- 
alysed, without paralysis of the intercostals. This is 
often confused with pneumonia. The latter brings 
up an interesting problem. In two cases pneumonia 
did develop in spite of early penicillin therapy. The 
same therapy, however, resulted in cure. The ques- 
tion whether or not sulpha drug or penicillin ther- 
apy can prevent pneumonia is therefore unsolved. 
Certainly, there can be no objection to the use of 
penicillin as a preventive, where indicated. 

Prevention of Deformity: Upon admission to 
the hospital, an attempt is made in all cases to 
institute physiotherapy as soon as possible. Boards 
are placed under the mattress routinely, and the 
child is encouraged to lie in the anatomical position. 
Spasm of the posterior muscles of the neck will 
prohibit the use of a pillow, in the early acute 
phase, and in the latter part of the acute phase as 
well, since it will tend to shortening of the anterior 
neck muscles. Therefore, a very thin padding is 
placed under the head. The shoulder is not kept ab- 
ducted, on the contrary in the Kenny position. The 
knees are prevented from going into hyperextension 
by thin padding under them, but no pillow is placed 
under the knees, which would only encourage flexion 
contracture. The foot is kept at right angles by a 
foot board. The usual precautions are taken in turn- 
ing the patient to maintain this anatomical posi- 
tion, but without the fanatic zeal so frequently noted 
in “institutions.” We do not worry about stretching 
muscles, we encourage it. 

As soon as the temperature is normal, even though 
there is still muscle spasm, and even pain, the pa- 


tient is encouraged to sit up, first on the side of the 
bed, and then in a chair. At the end of the second 
week, most patients are well beyond this stage if 
there is no severe paralysis. With severe paralysis, 
a more Cautious attitude is adopted. As soon as 
stretching can be done without too much pain, and 
against not too much resistance, the patient is al- 
lowed to start standing, with proper shoes, well cor- 
rected for the type of weakness present. Careful 
check up is made every two or three days to catch 
any beginning deformity and correct it. Soon the 
patient is walking and with this the patient is dis- 
charged, to return for weekly visits to the out-patient 
service. 

Splinting and Braces: Again it is to be em- 
phasized that at present we have no cure for in- 
fantile paralysis, so the treatment is symptomatic 
entirely. The contention that braces or splints gre 
entirely unnecessary is an erroneous statement which 
has done much harm in confusing the medical pro- 
fession in general, and the public in particular. 
There are instances, especially where there is severe 
paralysis, where braces are most effective in prevent- 
ing deformity, or even correcting it, and in enabling 
patients to walk more efficiently, and more quickly. 

In this series of cases, 17 required the use of 
braces of various types; six cases were paralysed from 
the waist down and therefore required braces on 
both legs. Four cases required corsets. No arm 
splints were necessary. The principles of bracing 
and splinting are not being considered here; suffice 
it to say that this follows the principles laid down 
over many decades by the pioneers in orthopedic 
surgery. It must be admitted, however, that braces 
and splints are not being used, as evidenced in this 
series, with near the frequency they used to be. It is 
felt that the routine of treatment here adopted does 
not obviate the use of these appliances where re- 
quired, but that other cases which do not require 
them are enabled to leave the hospital rapidly and 
are left with few residual sequelae which have been 
noted so much more frequently in other epidemics. 
Early motion has been the keynote; get them out 
of the hospital as rapidly as you can, and get 
them going in their stride as rapidly as one can. 
There is no possibility for the development of a 
peor psychology, not only in the children, but also 
in their parents. Right from the beginning it is 
stressed that they play a vital role in the come-back 
of the patient, and the patient is taught to rely upon 
himself. There is no time for the development of 
a “hospitalitis.” 

Subsequent Treatment in Subacute and Chron- 
ic Stages: This is entirely an out-patient service 
and is a means of constant checkup, with continued 
supervision of muscle education, attention to braces 
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and splinting, and follows in the main the prin- with reference to the effectiveness of the treatment 
ciples which have been laid down for many decades used. In no case did curare fail to relieve pain to 
in this field. There is nothing new in this and the major extent, and the same was true for muscle 
it need not be described. spasm. 
Results Of the hospitalized cases, there was absolutely no 
A consecutive series of 104 cases was treated in esidual paralysis in 57 cases. To this should be 
the epidemic of 1946. Of these, 12 were so mild added 11 cases not hospitalized. There was residual 
they were not hospitalized. Nine hospitalized paralysis in-29 hospitalized cases and one case not 
cases were so mild they received no drug therapy. hospitalized. There were six deaths. There were six 
Fourteen cases were treated with hot packs (because cases of involvement of the upper extremities, and 
the hospital and patients desired this), and of these in only one of these was there residual paralysis of 
only in three were hot packs used alone; in two, the deltoid. No arm splints were used in any of 
prostigmin had to be added. In three cases, hot packs these cases. Of 17 cases with braces, four discarded 
and prostigmin were insufficient, and curare therapy the braces within four months. Thirteen were still 
had to be instituted. In six cases, hot packs were not using braces at the time this was written (November 
effective enough, and so the patients were imme- 1947). Two are seriously paralysed with involve- 
diately transferred to curare treatment. Prostigmin ment of the upper and lower extremities, as well as 
was used in 51 cases, was effective only in 26 cases. abdominal and back muscles. No true scoliosis has 
Curare was used in 53 cases. In six cases, curare was appeared and all contractures have so far been ade- 
instituted after hot packs had failed to adequately quately taken care of. 
relieve pain and muscle spasm; in three cases, after ; Conclusions 
ineffective use of hot packs and prostigmin; and in A concise account is given of the treatment of the 
22 cases, after prostigmin alone had proven ineffec- 2¢ute stage of anterior poliomyelitis, and how curare 
tive. Curare alone as the initial treatment was used 49 be used to take care of these cases more ade- 
in 22 cases. The medical attendant did not allow quately and efficiently. This is a preliminary ial 
his opinion to determine the presence or lack of ef- POF and more study is required before definite 
fectiveness of any procedure used, but left it entirely Statements Can be made. 
up to the physical therapist and the nurses, who, _ Bibliography 
1. Pusitz, M. E., Lattimore, J. L., Gold, Allen and Ebendorf. 
after all, were instituting the course of treatment of Harry—Biological and Biochemical pvr of Curare, Journal of 


the Kansas Medical Society, September 1 
physical therapy. The opinion of all was unanimous "¢, Medical Society, 120 1945. 
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Recurrent Ileus Due to Gallstones 


Larry E. Vin Zant, M.D., and James S. Hibbard. M. D. 


Wichita, Kansas 


Gallstones occur as the etiological factor in me- 
chanical obstruction in about one per cent of re- 
ported cases. Martin! gives credit to Bartholin for 
the first authentic case, which appeared in the lit- 
erature in 1654. Many single and small groups of 
cases have been reported since, although in only 
nine cases has there been a recurrent ileus. This re- 
port brings the total to ten cases, and the patient is 
the oldest operated upon twice for gallstone ileus 
with recovery. 

Case Report 

A small woman, 85 years of age, entered Wesley 
Hospital on August 18, 1947, complaining of 
nausea, vomiting, and pain in the upper left ab- 
domen. She was asymptomatic until four days be- 
fore admittance, when, upon arising to prepare the 
morning meal, the pain developed. This was fol- 
lowed by nausea and vomiting. There had been no 
bowel movement since the onset of her illness. In 
August, 1946, she had been in the hospital with a 
diagnosis of low-grade uremia, and cholelithiasis 
(Figure 1). 

Physical examination showed a thin white female 

‘acutely ill. Temperature was 99.4. The head and 
neck were negative except for a few carious teeth. 


Figure 1. Roentgenogram showing two large positive 
stones in the region of the gallbladder. : 


The heart and lungs showed nothing unusual. The 
blood pressure was 140/80, pulse rate 80. The ab- 
domen was slightly distended. Mild tenderness was 
present in the left upper quadrant. There was no 
rigidity, and no palpable masses were present. Per- 
istalsis was increased as observed through the thin 
abdomen. Borborygmi could be heard with the 
stethoscope at the acme of the colicy pains. The 
urinalysis showed three plus albumen. The red blood 
count was 4,700,000, white blood count 16,700, with 
76 per cent multinuclear cells. The N.P.N. was 96. 
A flat plate of the abdomen (Figure 2) showed the 
typical gaseous distention of small‘ bowel obstruc- 
tion. A crescentic shadow was seen in the right up- 
per quadrant having the appearance of a large gall- 
stone, and a similar large shadow was seen in the 
small bowel region. 


A diagnosis of gallstone small bowel obstruction 
was made, and since the family refused surgery be- 
cause of the patient’s age, she was treated conserva- 
tively. This consisted of ccntinuous trans-nasal duo- 
denal suction and intravenous fluid therapy. Her 
progress was that of intermittent partial obstruc- 


Figure 2. Roentgenogram showing a large stone in the 
region of the gallbladder and a similar stone above the 
crest of the left ileum. The small bowel is distended with 


gas. 


q 
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tion, without complete decompression or advance- 
ment of the stone. Twelve days after onset, permis- 
sion for operation was granted. At this time her 
N.P.N. had increased to 126. At dperation a 3.5 cm. 
gallstone was removed from the lower jejunum 
through an enterotomy opening. On her third post- 
operative day the N.P.N. had decreased to 65, she 
was up walking in the hall and was discharged four 
days later symptom free. 


On October 22, 1947, the pain, nausea and vom- 
iting returned. Physical examination showed a mod- 
erate distention, increased peristalsis, borborygmi, 
and no rigidity or mass. A flat plate of the abdomen 
(Figure 3) showed a gallstone shadow in the left 
lower quadrant at the level of the crest of the ilium. 
The calculus previously seen in the gallbladder re- 
gion was not present. At operation a 3.6 cm. stone 
was removed from the terminal ileum through an 
enterotomy opening. She was very nauseated for 
six post-operative days, but on discharge seven days 
later had no complaint. 

Comment 

Gallstones causing obstruction are usually 2.5 cm. 
in diameter or larger. Entrance into the intestine is 
by way of the common duct or by means of a fistula 
between the gallbladder and the intestine. Nearly al! 
stones large enough to cause obstruction must nec- 
essarily reach the intestine via a cholecystoenteric 
fistula. Small non-obstructing stones, however, fre- 
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Figure 3. Roentgenogram showing a large stone in the 
region of the sacrum and the absence of a stone in the gall- 
bladder. 


quently pass through the common duct and are 
either vomited or passed in the feces. Murphy cited 
the incidence of a stone measuring 4.5 cm. by 2.7 
cm. supposedly transversing the common duct. In 
the 10 cases reported by Wakefield, Vickers, and 
Walters? all the stones had passed through a per- 
foration from the gallbladder into the intestine. Foss 
and Summers’, reported the postmortem findings in 
42 collected cases which revealed the site of the 
fistula to be between the gallbladder and the duo- 
denum in 41. Courvoisier* found a fistula between 
the gallbladder and the duodenum to be the most 
common. Gutmann? estimated that 50 per cent of 
the stones ulcerating into the bowel cause obstruc- 
tion. 

The symptoms are those of simple mechanical ob- 
struction. The higher and more complete, the more 
severe the symptoms. The stone frequently acts as 
a ball valve and causes intermittent partial obstruc- 
tion. As the stone becomes arrested in the bowel, 
symptoms develop, and as the spasm relapses the 
symptoms subside, only to return as the stone be- 
comes arrested further along in the intestinal tract. 

The diagnosis is not often made preoperatively. 
Gilman® states: “In the absence of an incarcerated 
or strangulated hernia in elderly persons, in whom 
previous abdominal surgery has not been performed, 
one must consider gallstones as well as malignancy 
as a cause of obstruction.” The fact that gas and 
feces may pass per rectum during the phase of re- 
laxation, frequently is a factor in the delay in mak- 
ing an early diagnosis. A number of writers 7: ® com- 
ment on the lack of distention. A mass can be pal- 
pated infrequently. Powers? believes that tenderness 
beneath the right costal margin suggests a diagnosis 
of gallstones ileus. The significance of a history of 
passing stones per rectum is stressed by Cameron’? 
who quoted from von Wagner's 334 accumulated 
cases, in which a stone was passed spontaneously in 
93. A positive diagnosis can only be made by x-ray 
which may show: (1) cholecystoenteric fistula by the 
presence of air or contrast media in some part of the 
biliary system. (2) direct visualization of the ob- 
structing stone. (3) small bowel distention. 


The treatment of obstruction due to gallstones is 
early operation. Wangensteen mentioned two pa- 
tients with small stones and spastic obstruction who 
were treated with in-lying suction decompression 
during which the gallstones were passed in the stool. 
Trans-nasal duodenal suction and intravenous fluid 
replacement therapy have definitely reduced the 
mortality rate in intestinal obstruction. We believe 
they should be used as an adjunct and a surgical 
procedure should be carried out as soon as optimal 
pre-operative therapy has been obtained. Closed 
asceptic removal of the stone can be accomplished 
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in some cases, but with the use of antibiotics, open 
enterotomy is perfectly safe. Usually the bowel is 
not gangrenous so that resection is unnecessary. 
Great care should be used to prevent leakage from 
the bowel since the contents of the blocked intestine 
is extremely infectious, owing partly to the drain- 
ing biliary fistula. As pointed out by Holz!! multi- 
ple stones may be present. In three of his series of 
five cases of repeated operation for gallstone ileus, 
the second stone had to be removed during the im- 
mediate convalescence from the first operation. The 
second stone may have been in the bowel at the 
time of the first operation. Santlar!? reports mor- 
tality of 50 per cent which is about the average re- 
ported by other writers. The reasons given for this 
high mortality rate are delay in operation and of 
occurence in later life. Wilcox and Clagett!> re- 


. ported a mortality rate of 7 per cent in 649 patients 


65 years of age or older who underwent major 
operations for benign lesions, and we believe the 
mortality rate in gallstone ileus should approach 
this figure. 

Summary 


(1) The case reported in this paper is the oldest 
patient, age 85, operated upon twice for recurrent 
gallstone mechanical obstruction found in the lit- 
erature; the second being the patient reported by 
Hinekey'4 who was 79 years of age. (2) The older 
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age group tolerates surgery well if adequately main- 
tained in physiological balance and if the surgical 
procedure and anesthesia are carefully selected. (3) 
Thorough clinical observation should frequently re- 
veal the obstructive mechanism in this older age 
group presenting signs and symptoms of intermit- 
tent small bowel stasis. (4) A direct surgical attack 
should be instituted after a preliminary decompres- 
sion by trans-nasal duodenal suction and the estab- 
lishment of fluid and electrolyte balance. 
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“ACCIDENTAL MECHANICAL SUFFOCATION"” 
and other types of sudden death in cribs, carriages, and bassinets. 


“All that glitters is not gold, 
Often have you heard that told.” 
The Merchant of Venice 


Importance 


“Accidental mechanical suffocation” is diagnos:d frequently enough to make it familiar to both 
physician and layman. Although as a cause of death it is honored by tradition and esteemed by the 
public, recent work indicates that there is usually little justification for making such a diagnosis. 
There is an important reason for not making it. No other finding could possibly be more damag- 
ing to the child’s parents, who must always thereafter carry a burden of self-reproach for their part 
in what is by implication a preventable death to which negligence contributed. 


Some Recent Work 


1. Wooley and McCammon! analyzed the atmosphere breathed by infants covered in various ways 
by different types of bedding. They were unable t» demonstrate any changes in the normal 02 and 
COz content of the air except “after the addition of a rubber sheet, secured tightly at each border.” 
Similarly, they tried to produce anoxemia by having infants sleep with nose and mouth tightly pressed 
against a pillow or mattress but were still unsuccessful “since the smallest was capable of rolling to 
cbtain a clear airway, and the larger were generally out of accord with the position.” 


2. It has been pointed out frequently that when an infant dies suddenly for any reason, tetanic 
movements at death might be expected to enmesh it in its bedding. 


3. The Coroner’s Office of the Birmingham District in England? had some 318 cases of “acci- 
dental mechanical suffocation” reported to it from 1938-1944. Careful post-mortems established an 
entirely different diagnosis, usually a respiratory infection, in 294 of these; in the remainder, suffo- 
cation could not be excluded. 


4. Werne and Garrow,’ from the office of the Chief Medical Examiner of New York City, re- 
ported their investigation over a 15-year period of 167 consecutive infants belonging to the group 
usually certified as “accidental mechanical suffocation.” In no instance did their examination prove 
such a diagnosis. Most of the deaths could be attributed to overwhelming infections. 


5. At one time or another, sudden death in infants, apparently healthy, had been found due to: 
bacterial and virus pneumonias, middle ear infections, adrenal hemorrhage, meningitis, congenital 
heart disease, brain tumours, inhalation of vomit, micrognathia, nasal obstruction from syphilitic le- 
sions or adenoids, hemangiomas of respiratory tree, laryngeal spasm, islet of Langerhans hypertrophy, 
and chronic eczema. The usual pathology is an interstitial pneumonia, visible only microscopically. 


Conciusion 

1. Infants may die rapidly from the effects of fulminating infections, before localizing signs and 
symptoms have time to appear. This is a very much more frequent type of sudden death than “suf- 
focation.” 

2. A DIAGNOSIS OF “ACCIDENTAL SUFFOCATION” FOR AN INFANT IN APPARENT 
GOOD HEALTH HAS LITTLE OR NO VALIDITY WITHOUT THE BACKING OF COMPLETE 
POST-MORTEM EXAMINATION, with studies of all the important organs, including the middle 
ear, and cultures of the blood and spinal fluid. 

1. Wooley, P. V. J. Pediat. 26:572 1945 


2. Davison, W. H. Brit. M.J. 2:251 1945 
3. Werne, J. and Garrow, I. A.J.P.H. 37:675 1945 
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CHEMOTHERAPY OF CANCER 


The subject of the treatment of cancer by chemical substances is entering interesting stages of pre- 
liminary research development. An intensive search for potentially suitable agents is in progress at 
research institutes throughout the country and hundreds of chemicals have been screened, of which a 
few merit further investigation. Although these agents are not yet ready for general use in treatment 
of cancer patients, physicians should keep informed of recent, interesting developments. Because of 
lack of basic knowledge of normal and neoplastic growth, the research approach has been somewhat 
empirical and none of the agents act specifically on the neoplastic process. The effects of chemicals 
on various types of tumors grown in animals, in tissue culture, and on egg membranes are being de- 
termined. Usually years of research are necessary before a chemotherapeutic agent effective in ani- 
mals can be trusted for clinical trial on patients. The main groups of substances being tested include 
chemicals related to nitrogen mustards, folic acid derivatives, inhibitors of cell division, and agents 
used in treatment of protozoal and bacterial infections. 


The nitrogen mustards exert a cytotoxic effect that is related to the proliferative activity of tissues 
and is especially marked upon the hemopoetic, lymphoid and gastrointestinal epithelial cells. Al- 
though tested upon many tumors, best results have been obtained in Hodgkin’s disease and to a lesser 
extent in lymphosarcoma and leukemia. Palliative effects upon adenopathy, fever, bone pain, splen- 
omegaly and certain other clinical symptoms have teen observed in many patients and are accom- 
panied by toxic manifestations, including nausea and vomiting, lymphocytopenia, granulocytopenia 
and thrombocytopenia. Some patients with Hodgkin’s disease resistant to roentgen radiation receive 
remissions from nitrogen mustard therapy. As compared with roentgen-ray therapy, ease of admin- 
istration, availability in communities where irradiation may not be obtainable, and effectiveness in 
some cases resistant to roentgen radiation are amoag the advantages cited by the proponents. 


Pteroyltriglutamic acid (teropterin) is a folic acid derivative which, although it may not appre- 
ciably affect the course of human tumors, is reported to relieve pain and provide a sense of well- 
being, cheerfulness and a state of mental alertness in many patients with advanced cancer. Some 
leukemic cells contain increased amounts of folic acid. Aminopterin, an anti-folic acid compound, is 
producing regression in approximately a fourth of the cases of acute leukemias of childhood in which 
it has been administered. Animopterin has not yet been administered long enough to determine the 
length of remission which may be expected. 

Urethane, after trial on different kinds of cancer and leukemia, is being tested in chronic myelog- 


ertous leukemia following radiation and in conjunction with stilbamadine in multiple myeloma. 


The use of radiophosphorus has not established its therapeutic desirability over roentgen radiation. 
Radioactive iodine has some effect in those few cases of thyroid carcinoma which retain the ability 
of normal thyroid cells to concentrate iodine from the blood. 

The administration of estrogenic hormones in prostatic cancer and androgens in premenopausal 
and estrogens in postmenopausal cancer of the breast is giving relief to some patients. 

Although progress may continue to be slow, the results of cancer chemotherapy are encouraging 
so that we may eventually have one or more beneficial ag nts for treatment of some types of cancer. 


Prepared by Committee on Control of Cancer 
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PRESIDENT’S PAGE 


Dear Doctor: 

Just a few days ago I received a long distance call from one of the finest members of the Kansas 
Medical Society concerning his nephew, who had been seeking admission to a medical school for 
the past three years. This grand old gentleman said he didn’t know Dr. Murphy, our new dean of 
the medical school, well enough to call him personally and ask that he give ear to the boy's 
entreaty. I assured the uncle that his nephew would find that Dr. Murphy not only had one ear but 
two, and both of them would be his for such an interview. 

Dr. Murphy is definitely approachable and considerate of any problem that affects the present 
and the future of Kansas medicine. But, he is just one preson trying to untangle the lines on some 
knotty issues that we must help with, if our objective is attained. 

Quoting from Charles Graham’s article in the Kansas City Times of December 30, 1948, concerned 
with the status of one of our state hospitals, “The great failure of this hospital rests in the failure 
of Kansas people and the Kansas legislature to provide funds for those things, and demand that those 
wants be filled, and most important of all, to provide the means by which medical talent, from doc- 
tors to attendants, might be obtained.” 

I overheard a remark the other day about “those fellows who run the Medical Society.” It put me 
to wondering. Surely I am not running it. I never ran anything, not even my car. I just steer it. In 
all the time I have been interested in affairs of the Society, I cannot recall anyone who really ran the 
organization, and yet it does not run itself. 

It has been said you can push a pen but a pencil has to be lead. The success of this Society depends 
upon such leaders as you. Without your leadership or your support of those who represent you, med- 
ical service in Kansas would be far below its present level. Much credit is due the personnel of our 
central office. Without their correlating efforts and constant diligence to duty we would exert a 
rather aimless course. 

Some of us are like wheelbarrows. We keep going as long as we are pushed. Right now the peo- 
ple are pushing us for more services at the level of their ability to pay. Blue Cross has put into effect 
a new and very satisfactory system of payment to member hospitals, the first of its kind in the United 
States. Blue Shield expansion to suit public needs is an answer to a public that has been patient for 
a long time. And, speaking of patients reminds me of the professor who used to tell us that “a doctor 
who doesn’t have patience doesn’t deserve patients.” 

I would like to mention briefly a program for utilization of vice presidents and presidents-elect. 
No longer are they silent inactive title holders. Dr. Haddon Peck is spearheading the movement on 
this big Kansas Plan, the rural medical program. Dr. Roy Croson, first vice president, has charge of 
the National Physicians Committee enterprise in the state, and under his direction will be estab- 
lished a special committee to raise additional funds to complete the medical union building at the 
medical school. Dr. Harold Jones, second vice president, is in charge of the veterans’ program and is 
our chairman of the postgraduate refresher course program. 

Thanks a million for your response to the President's Fund. We will tell you more about its use 
at the coming meeting of all county society presidents and secretaries and committee chairmen of 
the state Society. I sincerely hope you will attend. Any member is welcome. You are the follows who 
run the Society. May it be for the honor and dignity of the entire profession. 

Tell your wife to start making plans to attend our 90th annual meeting in Topeka. Ask her to join 
the Auxiliary. Instruct your nurses and secretaries to attend the medical assistants’ meeting. 

With best wishes for 1949 to all of you, I am 


Sincerely, 


President. 


. 
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EDITORIALS 


Some Thoughts on John L. Lewis and 
Doctors 


It is not often that a layman contributes material for a 
scientific publication such as the Journal of the Kansas 
Medical Society. However, the following article which ap- 
peared in the Kansas City Star on Sunday, December 12, 
1948, is so excellent that the Editorial Board wanted to give 
each member of the Kansas Medical Society the oppor- 
tunity of reading it. It was written by Mr. Bill Vaughan, 
who regularly contributes to the section of the Star entitled 
“Starbeams,” and is reprinted with his permission. 


We got to thinking today about a man we have 
known for some time, because it turns out now we 
never really knew him at all. 

During the years we lived in his house we got 
used to the idea that he worked seven days a week, 
and that any one of those days was likely to start at 
seven in the morning and wind up the following 
Tuesday. It never disturbed us when the telephone 
rang at 3 a. m. and we could hear him getting up and 
dressing to go out. We thought that was what doc- 
tors were supposed to do. 

And when we went on calls with him in parts of 
the city where people were sick but didn’t have a 
nickel to pay him just as they hadn’t had a nickel to 
pay his father before him, we just assumed that it 
was part of his job. 

If our family didn’t have as much money as those 
of some children whose fathers worked in stores, 
factories or courtrooms (this was in the days before 
the labor leader's boy was the richest kid in the 
block), there was still a certain satisfaction in know- 
ing that one’s father was a doctor. It seemed to us 
the most important profession in the world. 

We even, in our innocence, were proud when our 
brother became a doctor. 

But our eyes are open now. John L. Lewis has 
announced that doctors are “greedy, good-time Char- 
lies who flock to girl shows, trip the light fantastic 
and drink an overflow of liquor.” 

How glad and sort of thankful it makes us feel 
that we were too lazy and stupid to get through pre- 
med. 

We might have ended up in a conga line with the 
rest of the M. D.’s. 

* * * 

Another good point John L. Lewis has is where 
he tells about how the doctors are “geared to think- 
ing in terms of a 10-year practice netting them 
enough money to become independent, and in fact, 
retire.” 


This doctor we know best has been at it thirty- 
five years. But we are keeping our eye on him, John. 


Any time now we expect him to start out on that 
10-year practice which is going to make him rich. 


(By the way, did you read about that union presi- 
dent who retired the other day on $20,000 a year, 
with a 20-dollar-a-day expense account and a free 
motor car? Don’t know why these irrelevant things 
keep flashing through our mind.) 


We heard not so long ago about one of these 
good-time Charlies who had been practicing for 
twenty-five or thirty years and finally bought a lit- 
tle farm and quit to sit out the rest of his time. Then 
the war came along and the younger doctors went 
off to see about it, and this old geezer tripped the 
light fantastic back to town and went to work taking 
care of sick folks until he greedily got himself a 


heart attack which killed him. 
* * * 


Of course, that sort of thing has no bearing on the 
matter. What hurts is how this doctor we thought 
we knew has fooled us. We never saw him take a 
drink. Maybe he wanted. to, we don’t know, but 
there was too much riding on his always being at 
the peak of his mental and physical furm. Oh, he 
went to girl shows, all right. We remember when 
we were a boy he always took us to the Muny Opera 
in St. Louis, and sometimes he got to see most of 
one act before he checked in at the hospital by tele- 
phone and had to leave. 

But we suppose he was secretly good-time Char- 
leying around. John L. Lewis, who labors for the 
miners at a mere $50,000 a year, says so. 

* * * 

There was a story we heard a long time ago in 
St. Louis about a rising labor leader in the Illinois 
coal mining district who got busted in the head 
with a dornick while riding in a scab taxi during a 
strike of the drivers, and about how he was taken 
out to the combination office and home of a young 
doctor who sewed him up. But we don’t suppose 


John L. Lewis would know anything about that. 
* * * 


Anyway, we've had as much trouble paying our 
doctor’s bills as the average $50,000-a-year labor 
leader, we guess, and now that we know the money 
has all been thrown away on booze and girl shows 
and dancing, we'll go along with John L. Lewis on 
this business of socializing medicine. 


We'll even go farther. We are in favor of socializ- 
ing union bosses so that the government would ap- 
point them and the union would take the one the 
government said it was to have, and he would be 
paid $25 a week and carfare. And there would be « 
provision that neither doctors nor labor leaders 
would be allowed to take their wives out dancing, 
see a show or drink a beer. O. K., John? 
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Narcotic Addiction 


Narcotic addiction has decreased sharply since the 
passage of the Harrison Act in 1914. At that time 
there were up to 200,000 addicts in the United 
States, most of them women, while today there are 
48,000, mostly men. Leaning on the strong arm of 
the law to solve those problems, it is understandable 
that the medical profession has almost ceased to 
have an interest in the subject. 

Perhaps that is not all to the good. We rarely see 
an addict today but should be prepared to act prop- 
erly if this happens. The occasional physician who 
is tempted to treat such an individual as a private 
patient will probably experience a stormy and dis- 
appointing adventure and will almost certainly come 
to grief with federal authorities in the process. 

Withdrawal of the drug, by far the simplest part 
of the treatment, should not be undertaken outside a 
well established hospital. Following this the patient 
must undergo a long period of rehabilitation to in- 
sure even a mathematical chance of success. Patients 
may be admitted through the Surgeon General of 
the United States Public Health Service to hospitals 
at Lexington or Fort Worth, either by commitment 
or on a voluntary basis. Voluntary patients are asked 
to pay one dollar a day but this may be waived where 
advisable or necessary. Generally speaking, the phy- 
sician will spare himself trouble and will render a 
service to his patient if he suggests treatment under 
government supervision. 

A second factor to be considered concerns the 
possibility of fostering addiction through the use of 
narcotics as an adjunct to medical care. This is in- 
frequent because by far the greatest number of 
addicts are made through contact with persons al- 
ready addicted, but the possibility should be borne 
in mind, particularly when prescribing narcotics to 
persons who demonstrate psychoneurotic disorders. 
The addict is almost invariably a person who has 
experienced emotional difficulties. He might wel- 
come narcotics as an escape from his problems, so 
whoever provides the opportunity for théir use at 
least shares in the responsibility. 

There is also a third consideration. A wide variety 
of drugs capable of causing addiction lie outside 
federal control. With reference to most of these 
Kansas is also without jurisdiction except in a highly 
perfunctory manner. Among them are the barbit- 
urates, bromides, alcohol, peyote, amphetamine and 
possibly marijuana. Addiction embraces three phe- 
noma: tolerance, or the necessity of increasing dos- 
ages over a period of time to maintain the original 
effect; physical dependence, or the necessity of con- 
tinuing the drug to avoid the appearance of illness, 
called an abstinence syndrome, and habituation 
which includes euphoria, relief of pain, etc. 


The above named may involve only part of these 
phenomena and to a lesser degree perhaps than the 
true narcotic drugs, but in one way or another their 
continued and indiscriminate use is dangerous. Tak- 
ing alcohol as an example (and there is a closer re- 
lation to alcohol addiction and narcotic addiction 
than is generally acknowledged ), tolerance and hab- 
ituation definitely develop. There is little doubt that 
a true abstinence syndrome is also present, so the 
chronic habitual drunkard is as acutely in need of 
care as is the confirmed narcotic addict. If the pro- 
fessor of sociology at Yale University is correct, 
there are three and one-half million confirmed al- 
cohol addicts in this nation in need of attention. 

And then there is the problem of the barbiturates. 
Continuous use of these products is not frequently 
encountered in the average practice, but those per- 
sons who work under the Harrison Narcotic Act are 
genuinely concerned. They strongly urge Kansas to 
pass regulatory laws and have models they will 
gladly submit for study. 

With our legislature currently in session it seems 
the medical society should face the problem now 
and accept its moral obligation in recommending a 
solution that will work. This would be an appro- 
priate time to advise control over many dangerous 
drugs not covered as narcotics, and particularly since 
the question of liquor control is being reviewed 
would this be an opportunity to pioneer in such 
fields as the definition of drunkenness, driving while 
intoxicated and in sound care for the habitual 


drunkard. 


Farm Bureau Supports Medicine 


The president-elect of the Kansas Medical Society 
and the executive secretary were invited to visit with 
the American Farm Bureau Federation at its 30th 
annual convention held in Atlantic City during the 
middle of December. Speaking only in behalf of the 
Kansas Medical Society, they explained to delegates 
from many states details of the Kansas Plan and the 
hazards involved in a compulsory, federally-operated 
medical care program. The 100 and more delegates 
from Kansas were enthusiastic in supporting the 
Kansas Plan. They explained this program to dele- 
gates from other states and were directly instrumen- 
tal in preparing a resolution on rural ‘health that 
was first approved by the resolutions committee and 
later was passed without dissent by the 10,000 and 
more delegates present. Because of its importance 
the entire resolution is reprinted below: 

The quality of American medical service is very 
high. Unfortunately, American medical service at 
its best reaches only a relatively small part of the 
rural areas of the country. The shortage of physi- 
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cians, hospitals, and other medical facilities in the 
rural areas is not due to less need for medical care 
than in cities. The primary factors which most in- 
fluence adequate medical facilities and which attract 
physicians are community environment and eco- 
nomic opportunity. 


There is a wide gap between existing medical 
knowledge and the health practices in many rural 
areas. Rural people must first know their existing 
facilities and whether or not they are adequate. They 
must know the meaning of high standards in hos- 
pital and medical care. They must be taught the 
advantages of budgeting the costs of medical need 
as they do other household expenses. They must 
know the significance of health hazards around the 
farm home as they pertain to disease, including the 
relationship between animal diseases and human 
health. They must know what services offered by 
public and voluntary agencies are available to them, 
and they must discover their own health needs and 
formulate their own program. 


For this reason we heartily commend the health 
programs already under way in some of our State 
Farm Bureaus, and urge other states to follow as 
soon as practicable. We also recognize promise in 
the long-range health education program carried on 
by the Agricultural Extension Service. We urge the 
Land-Grant colleges to expand this program to the 
extent that they have an extension health education 
specialist on their staffs. 


We suggest that our State Farm Bureaus give se- 
rious consideration to the desirability and possibility 
of offering scholarships whereby physicians, sur- 
geons, dentists, and nurses will be encouraged to es- 
tablish themselves in rural areas. We believe the 
problem of improved health can best be met by 
the voluntary organization of cooperative health as- 
sociations which will encourage people to take ad- 
vantage of the services available for any medical or 
dental care which they may require. 


- We stand ready to cooperate with the rural health 
committee of the American Medical Association 
and other groups in providing better voluntary med- 
ical care for rural people. We urge the continued 
interest and cooperation of the states in cancer, tu- 
berculosis, venereal disease, polio, crippled children, 
heart and rheumatic fever programs. We also en- 
dorse the American Red Cross National Blood pro- 
gram and recommend active participation by our 
Farm Bureau members. We favor voluntary plans 
providing medical, health, dental, and hospital in- 
surance. We urge that facilities of medical schools 
be expanded, and every effort be made otherwise to 
train more physicians, surgeons, dentists, nurses, 
technicians, and general practitioners and public 


health doctors. We recommend the full cooperation 
of rural people with our established health units and 
existing health programs, including immunization, 
clinics, nutrition courses, and home nursing. We 
believe greater emphasis should be given to pre- 
ventive medicine. We suggest that in states where 
permissive legislation for the creation of public 
health units does not exist, State Farm Bureaus se- 
cure the enactment of such legislation. 


We favor reasonable appropriations for grants- 
in-aid to states for maternal and child health pro- 
grams, and also to assist states in the expansion of 
needed public services and facilities. To the extent 
Federal grants are needed by way of assistance, such 
grants should be made to states on the basis of need, 
with state governments responsible for the alloca- 
tion and administration of these funds. 


The American Farm Bureau Federation has con- 
sistently supported the Hill-Burton Hospital Con- 
struction Act, and we will support the continuation 
of this Act and appropriations necessary to achieve 
the objectives of the law. The American Farm Bu- 
reau Federation urges the state Farm Bureaus to 
cooperate in the administration of the Act in their 
respective states. In the administration of the Act, 
agriculture must have adequate representation on 
national and state advisory councils. 


A.M.A. House of Delegates Meeting 


Editor’s Note: Although a complete report of the meet- 
ing of the House of Delegates of the American Medical 
Association may be found in recent issues of the Journal 
of the A.M.A., those who represented Kansas at the sessions 
were asked to prepare a report for publication in the Kan- 
sas Journal. Delegates from this state are Dr. Philip W. 
Morgan, Emporia, and Dr. John M. Porter, Concordia. 

The interim session of the A.M.A. held in St. 
Louis from November 30 to December 3, 1948, was 
a successful meeting in every respéct. The registra- 
tion totaled 4,526 with 2,200 Fellows registered. In 
the first two days the registration of 1,896 at Cleve- 
land, the only previous interim session, had already 
been surpassed. There were many members of the 
Kansas Medical Society present, particularly after 
December 2 when the Western Surgical Society also 
met in St. Louis. 

The scientific sessions, which emphasized general 
practice throughout, were divided into general and 
special sessions. The mechanics of the latter have 
not yet been worked out satisfactorily and there was 
some crowding and confusion. With more expe- 
rience, and particularly more idea of what to an- 
ticipate in the way of attendance, these smaller, less 
formal sessions should be extremely valuable. The 
subject matter and speakers were extremely well 
chosen. 
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The scientific exhibits were extensive and varied 
with demonstrations of interest to anyone in medi- 
cine. Particularly good were the demonstrations of 
laboratory processes by the St. Louis Pathological So- 
ciety. Complete and competently staffed laboratories 
allowed visiting physicians to have and see a variety 
of studies done on their own blood. Emphasis was 
placed, however, on the fact that the laboratory is 
not a substitute for case history and physical ex- 
aminations but rather an aid in differential diag- 
nosis. Four booths dealt with aspects of diabetes 
and case finding in large surveys by a simple rapid 
screening type of blood test that was demonstrated. 


Kansas was represented by three exhibits: Dr. 
J. A. Wheeler of Newton on “Western Equine and 
St. Louis Viruses,” the Halstead group on “Conserva- 
tive Pelvic Surgery,” which had been shown in Chi- 
cago, and Dr. Graham Asher, Dr. L. F. Steffen and 
Dr. Franklin D. Murphy on “Latent Tetany.” 


In addition to all this scientific material there 
were excellent and very popular television set-ups, 
medical movies, over 100 commercial exhibitors and 
the usual entertainment. 


Dr. P. W. Morgan, Dr. J. M. Porter and Oliver 
Ebel, as well as several other interested members 
of the Kansas Medical Society, were present through- 
out the meetings of the House of Delegates. This 
convened promptly on the morning of November 
30, and with a new set of officers the business was 
handled rapidly and efficiently. Dr. Morgan, as 
chairman of the Committee on Rules and Order of 
Business, had a part in the function of this improved 
organization. Reports from officers of the Associa- 
tion, the chairman of the Board of Trustees and the 
various councils were presented. Most of these re- 
ports had been published prior to the meeting but 
there were many supplementary reports which had 
to be presented in person. In addition to the usual 
reference committees the speaker appointed two 
special committees, one on Medical Service and Pre- 
payment Insurance Plans and the other on Emer- 
gency Medical Service. 


Dr. Henderson, chairman of the Board of Trus- 
tees, reported that there had been 23 state nomina- 
tions for the honor of being the outstanding gen- 
eral practitioner of the year. In his report he em- 
phasized what the Kansas committee had already 
found in reviewing nominations from the county 
societies, that many biographies were entirely in- 
adequate and that the manner in which data were 
presented was almost as important as the charac- 
teristics of the man described. The Board of Trustees 
nominated three men from this group, one from 
South Dakota, one from Louisiana and one from 
South Carolina. By vote of the House, Dr. W. S. 


“Buck” Pressly of Due West, South Carolina, was 
elected. On motion of Dr. Vest of West Virginia 
the House voted to award a certificate of merit and 
a medal to Father Alphonse Schwitalla of St. Louis 
for distinguished service by a layman in maintaining 
the ideals of medicine. The medals for Dr. Pressly 
and Father Schwitalla were presented later in an 
Open meeting. 

Many items of new business and innumerable 
resolutions were presented to the House and referred 
to appropriate committees. Tuesday afternoon was 
devoted to the presentation of those resolutions and 
to an additional report by Dr. Henderson of the 
Board of Trustees. Both were promptly referred to 
reference committees. 

The various committees met throughout Tuesday 
evening (and some far into the night) and Wednes- 
day morning. Probably the largest attendance was 
at the meeting of the special committee which con- 
sidered the advisability of a national amalgamation 
of the Blue Cross and Blue Shield organizations. The 
reports otherwise were in the main non-controver- 
sial. 

The work of Dr. George Lull as general secretary 
of the A.M.A. again came in for an expression of 
confidence and approval. The Council on Scientific 
Work was increased from a membership of five to 
seven because of the added work entailed by the two 
meetings and recently added sections. The time al- 
loted to the various sections at the annual meeting 
will be based largely on past attendance. Approval 
of “Diabetes Week” in an attempt to locate un- 
known diabetics was granted. Attempts were made 
to define “Public Health” and the House voted ap- 
proval of local health units at the county level. 

The problems of financing medical education 
were reported and discussed at length, and it was 
agreed that federal aid in this field should be con- 
sidered only as a last resort. The recent emphasis 
on general training in medical education was main- 
tained and expanded. 

Deferment of pre-medical students and internes 
for a matter of two years was recommended to Se- 
lective Service authorities. Consideration of Army 
and Navy medical services and a reduction of the 
number of non-service patients was recommended. 
The inequalities in rank of the various surgeons gen- 
eral (Army, Navy and Air) were pointed out and a 
correction of this discrepancy was urged. A Civilian 
Advisory Committee is under consideration and has 
the approval of Secretary Forrestal. It was suggested 
that young doctors who have been trained at federal 
expense but have not had active duty should be re- 
quired to serve for a period with the armed forces. 
In view of the unpaid services rendered by draft 
boards throughout the nation, the House reversed 
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its previous recommendations asking for pay for 
selective service examinations. 

Rebates of all kinds in the practice of medicine 
were severely condemned. Legal action against vio- 
lations was urged and correction of inadequate laws 
in this regard suggested. It was also recommended 
that the accounts of any member suspected of prof- 
iting by rebates be audited by local county organi- 
zations when complaints were made to them. Com- 
plaints about compulsory staff attendance were met 
only with sympathy. 

In a closed session (open to members of the 
AM.A. but not the public and the press) the House 
voted an expression of confidence in the Board of 
Trustees, urged them to expand the Washington 
office of the A.M.A. and to disseminate information 
regarding the practice of medicine. To implement 
this an assessment of $25 per member of the A.M.A. 
(not per Fellow) was voted. The action on this 
was unanimous. 


The special committee which had held extensive 
hearings on prepayment insurance reported unfavor- 
ably on the national combining of the Blue Cross 
and Blue Shield. They recommended instead con- 
tinuation of these programs at state levels and the 
formation of a national enrollment agency. There 
had been extensive discussion of these problems 
prior to their report to the House and while the 
House rejected a motion to cut off debate, these rec- 
ommendations were adopted unanimously without 
further debate. 

The House adjourned late Wednesday afternoon, 
allowing the delegates some time to attend the scien- 
tific exhibits available. 

* * * 


Several conferences were scheduled at St. Louis 
immediately preceding the mid-winter meeting of 
the House of Delegates of the A.M.A. On Saturday, 
November 27, the first annual Public Relations Con- 
ference was held at the Statler Hotel. Numerous 
speakers presented their views, but outstanding was 
a paper by the director of public relations of the 
Standard Oil Company of Indiana, who told of’ the 
success of their program and cited the comparable 
situation in which the medical profession now finds 
itself. 

On the two days following, the annual Conference 
of Secretaries and Editors convened at the Statler 
Hotel. Included in the program was a journal clinic 
during which four representative medical journals 
were analyzed from point of view of typography, 
make-up, editorial comment and general interest. 
Symposiums were conducted on prepaid medical 
care plans, the radio as a public relations medium 
and medical legislation. Guest speakers discussed 


the atomic bomb, future prospects relative to com- 
pulsory health insurance and osteopathy. 

The other meeting held at this time was the Grass 
Roots Conference for county secretaries on Tuesday 
evening, November 30. On this occasion, although 
the general topic was the responsibilities of county 
societies, specific attention was once again given to 
public relations and to the threat of federal control 
of the practice of medicine. 


90th Annual Session, May 9-12, 1949 

The 90th annual session of the Kansas Medical 
Society will be held at Topeka beginning May 9 
through May 12, 1949. As usual, the golf and skeet 
tournament will be held on Monday afternoon 
preceding the convention. As usual, the three-day 
scientific session will be filled with papers pre- 
sented by prominent physicians from throughout 
the United States. Topics will be varied and are 
being selected with a view toward interesting every 
physician in the state of Kansas. As usual, there 
will be exhibits, technical and scientific, which the 
profession will be invited to see. 

The 90th occasion for a meeting of the Kansas 
Medical Society will be memorable because of sev- 
eral departures from the type of program to which 
members are accustomed. By way of example, one 
scientific session will be divided into three separate 
groups on surgery, internal medicine, and obstetrics. 
In each section a panel of Kansas physicians will 
present the program. It is felt that this will be of 
especial interest because the papers presented by 
Kansas physicians will discuss local problems. A sec- 
ond variation that will be a welcome addition to 
the program will be a period devoted to the social, 
political, and economic phases of the practice of 
medicine. Authorities in their respective fields have 
been invited who will present to the physicians of 
Kansas authentic information regarding present-day 
problems. 

The annual banquet held in connection with the 
90th annual session will also be an occasion long 
remembered by those who will attend. In addition 
to an inspirational speaker of national reputation 
there will be a presentation of the first annual gen- 
eral practitioner's award to the Kansas physician 
selected for this honor. 

Future issues of the Journal will carry more spe- 
cific information, but at this time it is important to 
remind members planning to attend that they write 
now for reservations. The two major hotels in To- 
peka are the Jayhawk and the Kansan. Arrange- 
ments have been made to set aside as many rooms 
as possible for this occasion but, as always, reserva- 
tions will be difficult to obtain unless applied for 
at present. The dates again are Monday, May 9, 
through Thursday, May 12, 1949. 
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Case Reports from the University of Kansas Medical Center 
Clinical Pathological Conference 
Edited by G. R. Shepherd, M.D., and M. H. Delp, M.D. 


Case Presentation 

This 11-year-old female died about 36 hours after 
admission. The patient first became ill 10 months 
prior to admission with a sore throat which fre- 
quently recurred along with a questionable low- 
grade fever and migratory joint pains characterized 
by swelling and limitation of motion. By the fifth 
month of her illness, the patient was bedridden and 
had orthopnea, marked anorexia, and had lost several 
pounds. During the fifth month, a severe sore throat 
with marked cervical adenopathy occurred. 

She was seen by an osteopath who advised hos- 
pitalization for tonsillectomy. The patient nearly 
succumbed after only two or three minutes of an- 
esthesia. Thereafter, she was more critically ill, 
with more severe orthopnea and development of 
marked edema of the lower extremities and ascites. 
This apparently subsided somewhat with bed rest. 
About three weeks before admission, the patient 
was taken to a medical doctor who diagnosed the 
Tetralogy of Fallot and possible rheumatic fever. 
He hospitalized her, performed a paracentesis and 
attempted to digitalize the patient with powdered 
leaf (exact amount not known). The patient failed 
to improve and hospitalization at the Medical Cen- 
ter was advised. 

Physical examination showed an emaciated, se- 
riously ill girl in obvious respiratory distress—rate 
35. The skin was dry and sallow, with circumoral 
cyanosis. The hands and feet were cold and mod- 
erately cyanotic. The abdomen was distended and 
had a fluid wave. The liver was down five fingers 
and moderately tender. There was two plus pitting 
edema of the feet and ankles. Body weight was 62 
pounds. The lungs were clear on examination, but 
the heart was enlarged to the mid-axillary line in 
the sixth interspace, with bounding point of maxi- 
mum impulse. The pulse was fast, 120 per minute, 
and thready. The blood pressure was 100/60. A 
loud, harsh systolic murmur was heard over the en- 
tire precordium but loudest at the mitral area with 
transmission to the axilla and left posterior chest. 
There was no arrhythmia nor any definite thrill. 

X-ray of the chest showed marked cardiac hyper- 
trophy ...displacement of the esophagus to the right 
and posteriorly...no pulmonary fluid apparent but 
increased vascular markings indicating heart failure. 

E.K.G. was interpreted as showing sinus tachy- 
cardia, right axis deviation, auricular strain, prob- 
able right ventricular strain, and myocardial abnor- 
mality. 


Laboratory reports, in summary: RBC 4,790,000 
WBC 25,200 Hb 11.5 grams per cent. Differen- 
tial: 81 per cent polys, 14 per cent lymphs, 4 per 
cent monocytes. Sedimentation rate: 10 mm./hr. 
Hematocrit: 45 cc. No blood chemistry obtained. 
Bacteriology: nose and throat culture, normal flora. 
Urinanalysis: acid; sp. gr. 1.020; albumin heavy 
trace; 8 to 10 hyaline casts/low power field; few 
bacteria. 

In the hospital after admission, the patient seemed 
to show some improvement; her dyspnea became 
less and the cyanosis disappeared. She was placed on 
a salt-poor diet, and ate a good meal the night of 
admission. Purodigen was given, 0.05 milligrams 
every four hours. 

On the morning of the day following admission, 
the patient vomited and immediately became mark- 
edly dyspneic again with gradually increasing cya- 
nosis. She was placed in an oxygen tent. Vomit- 
ing continued during the afternoon and a slow 
intravenous drip of whole blood and 10 per cent 
glucose, 200 cc. of each, was started for shock. By 
late afternoon, the patient was becoming markedly 
apprehensive and dyspneic. An Aminet suppository 
was given by rectum without relief. By 10:00 p.m. 
the patient was irrational; moist rales were heard in 
both bases, marked dyspnea continued, and cyanosis 
increased until time of expiration at 4:00 a.m. The 
total urinary output during hospitalization was 
200 cc. 

Differential D’agnosis 

Francis Reardon (Medical Student): There are 
three entities which I consider as possible causes of 
the failure. These are a congenital heart defect with 
superimposed endocarditis, a congenital heart defect 
with superimposed rheumatic fever, or a simple case 
of rheumatic fever. Congenital heart lesions may be 
temporarily ruled out because the body was emaci- 
ated rather than underdeveloped, there was no 
clubbing of the fingers, and no history of cyanosis 
before the illness began. There are no such findings 
of subacute bacterial endocarditis as petechiae. A 
classical history of rheumatic fever is given, but the 
absence of increased sedimentation rate bothers me. 
Edema, dyspnea, and ascites suggest a severe grade 
of heart failure. The loudness of the murmur and 
the enlargement of the right auricle suggest severe 
damage to the mitral valve. Of course, because of 
the rapid course, there may have been a bacterial 
endocarditis, but my diagnosis is rheumatic pan- 
carditis, severe mitral valve damage with death 
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due to heart failure. There may have been a terminal 
nephritis. 

Dr. Miller (Department of Pediatrics): This case 
is obviously one of acute rheumatic fever from the 
beginning to the end. The child had a rheumatic 
pancarditis and there will probably be observed 
Aschoff bodies in the myocardium. The case was 
mistreated from the beginning, particularly in re- 
gard to the tonsillectomy. There is no reason to take 
such a sick child in to perform a tonsil removal 
under these circumstances. That is not to say that 
I am against tonsillectomy in every case of rheu- 
matic heart damage, but this child was acutely ill. 
You don’t expect an elevated sedimentation rate 
this late in the course, nor do you need one for the 
diagnosis with such other evidences of rheumatic 
damage to the heart as we find here. The digitalis 
medication is all right, in answer to the question 
Mr. Reardon raised about it, even though the valve 
is severely injured. We didn’t expect this child to 
die so soon after admission. The pulmonary con- 
gestion developed extremely rapidly. She should 
have been placed in the oxygen tent immediately 
after hospitalization. 

Summary of Pathological Changes 
GROSS PATHOLOGY, DR. STORSTEEN: 

Clear fluid in all body cavities; 

Many fibrous adhesions between heart and peri- 
cardium; 

Petechial hemorrhages in epicardium; 

Dilatation of heart, weight 250 grams (normal 
122 grams); 

Verrucae seen on all valves except the pulmonary; 

No great distortion of any valve; 


1. Above photomicrograph shows the endocardial vege- 
tation in a cardiac valve. 


MacCullum’s patch noted; 
Liver weighed 800 grams, mottled and congested 


‘in appearance; 


Congestion of lungs; 

Spleen fibrotic. 

MICROSCOPIC PATHOLOGY, DR. BOLEY: 

Myocardium showed Aschoff bodies and collec- 
tions of monos and polys; 

Atrial endocardium edematous; 

Fibrinoid degeneration and vegetations of tri- 
cuspid, aortic, and mitral valves; 

Lungs show thickening of alveolar walls with de- 
posits of monos and polys therein and serum in al- 
veoli; 

Liver shows congestion and extensive necrosis of 
central zones around central veins. 

Pathological Diagnosis 

Dr. Boley: Acute rheumatic fever, active pan- 
carditis, organizing pericarditis, myocardial failure 
terminally. 

Discussion 

Dr. Wahl: The Aschoff bodies, though not ab- 
solutely typical, are good examples. The impressive 
features are the degenerative changes in the myo- 
cardium, the striking degeneration and congestion 
of the liver, and the relatively little distortion of 
the valves. 

Dr. Delp, Chairman: Dr. Douglas, will tell us 
some of the features of digitalis therapy in such 
cases? 

Dr. Douglas (Department of Medicine): Rheu- 
matic heart failure occurs in one of three ways: 
(1) myocarditis, or (2) through a disturbance of 


2. Above photomicrograph shows a typical Aschoff 
body in the myocardium. 
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rhythm, or (3) by failure of the myocardium by 
mechanical strain. In children, the process is usually 
one of acute myocarditis. 

There is some controversy as to the value of 
digitalis in treating congestive failure in rheumatic 
fever. Certainly, it is not indicated simply because 
there is an acute carditis. And toxic effects often 
occur in children before complete digitalization can 
be carried out. 

Digitalis is of little benefit with pancarditis with 
symptoms of heart failure. Digitalis is of slightly 
more value in cases showing both right and left 
heart failure (in about one out of ten cases there ‘is 
benefit). In 25 per cent of the cases showing right 
heart failure alone, digitalis is of value. In cases of 
carditis with fibrillation, about 50 per cent respond 
to digitalis. And, of course, in those cases with heart 
failure and without evidence of active infection nor 
carditis, digitalis is of maximum value and helps as 
many as in any other case of non-carditis failure. 

The form of the digitalis makes no difference, as 
long as the proper amount is given. Digitoxin is 
very satisfactory. The one-dose method cannot be 
used safely, nor can a set amount of total digitalis 
dose be used on all patients, for digitalization. There 
is a certain amount of risk in the one-dose method. 
Proper dosage is that which is enough but not 
too much. No one total dose figure can be used for 
digitalizing children, despite Gold’s contention that 
1.2 mgm. digitoxin is proper for all hearts in either 
children or adults. There is no substitute for a 
thorough knowledge of the action of digitalis. 

Question: Should more active diuresis have been 
attempted? 

Dr. Cochran: Probably so. Active diuresis with 
sodium restriction, acid salts, and mercurials so use- 
ful in middle-aged heart failure will probably be 
carried over into the treatment of juvenile heart fail- 
ure. Mercuhydrin is the mercurial of choice, given 
either intravenously or intramuscularly. There wasn’t 
enough time in this case to get the effect from 
acid salts nor even to give them. 

I think that increasing the blood volume by in- 
travenous blood and glucose was not necessary since 
it is already relatively too great. Dehydration of 
course would indicate increasing fluids. 

The actual dose of digitalis is variable and where 
unknown amounts of digitalis have already been in- 
gested before admission, we give doses every four to 
six hours so that the effect of each dose can be 
judged before the next one is given. 

Dr. Delp: Dr. Cochran, how do you determine 


the myocardial damage and the activity of rheumatic 
fever? The EKG can be misleading. 

Dr. Cochran: The EKG is notoriously unreliable 
for discovery of damage and rheumatic activity. At 
times, it seems impossible to separate out the two 
components, the degree of rheumatic activity and 
the amount of damage to the heart. The use of 
streptolysin hemolysin titer might be of some value 
in determining the degree of rheumatic activity. 
While not specifically determining the myocardial 
damage, it would serve to eliminate other causes of 
myocardial failure. 

Dr. Miller: It’s very simple. Every child under 
15 years with heart failure and a diagnosis of rheu- 
matic fever has myocarditis. All the pathologist has 
to do is confirm it later. 

Dr. Douglas: That remark might lead one to 
conclude that every case of juvenile heart failure is 
due to rheumatic fever, and that every case of heart 
failure is hopeless and is going to die. Of course, 
this was probably not intended. The real situation 
is that while most cases of childhood heart failure 
are due to rheumatic fever, there are other causes. 
And, of course, the outlook is certainly not hopeless 
in rheumatic myocarditis, for many of these chil- 
dren can be saved by such therapeutic measures as 
bed rest, digitalization when necessary, early oxygen 
administration when indicated, and so on. I would 
like to ask if there are any contraindications to the 
use of opiates in these children? 

Dr. Miller: Opiates can be used and this girl 
should have had morphine. 


Dr. Sloan Wilson: Can mercurials be given with 
impunity in such a case as this without risk of get- 
ting overdigitalization when fluids diminish, from 
the unknown amounts of digitalis previously admin- 
istered and possibly held in the edema fluids? 


Dr. Cochran: That has been overemphasized. 
While it is theoretically possible, I have not seen 
such an effect following diuresis. 

Summary 

We have a case of congestive failure, the result 
of acute rheumatic pancarditis, terminating fatally. 
We can say that congestive failure in children is at 
least very frequently the result of active rheumatic 
fever but not invariably so. The treatment of con- 
gestive heart failure in children is unique only be- 
cause of this special frequency. The ordinary pro- 
cedures such as use of digitalis, sodium restriction, . 
mercurials, diuresis, oxygen, and sedation apply 
alike. 
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A History of the Current Osteopathic Case in Kansas 


Although the case filed by osteopaths in Kansas against 
the Governor and the Attorney General of this state has 
not yet been concluded, a decision was recently rendered 
in favor of the defendants. Following the decision the 
plaintiffs immediately filed a motion for a new trial and 
to set aside findings of fact and conclusions of law rendered 
by the court. This is a preliminary step to be taken before 
an appeal may be made to the United States Supreme 
Court. The plaintiffs have until January 5, 1949, to file a 
brief in support of their motion. The defendants then have 
until February 1, 1949, in which to file a reply. The 
further course of this law suit will be determined after 
the court announces its decision on this new motion. 


Compaint 

On October 30, 1947, Robert L. NeSmith, attorney in 
Wichita, and E. H. Hatcher, attorney in Topeka, filed a 
complaint in the District Court of the United States for 
the District of Kansas, Second Division. It was listed as 
Number 3252. The. entire complaint, as originally filed, 
reads as follows: 

This action arises‘under and pursuant to Section 
266 of the Judicial Code; U.S.C. Title 28, Section 
380, to restrain and permanently enjoin the de- 
fendants, Frank L. Carlson as Governor of the State 
of Kansas, and Edward F. Arn as Attorney General 
of the State of Kansas, from the enforcement, opera- 
tion, or execution of the restriction in Section 2 
(now 65-1201 GS. 1935) and all of Section 10 
(now 65-1005 G.S. 1935) of Chapter 290 of the 
Laws of 1913, for the reason that said purported 
statute is void, and in violation of, and repugnant to 
the Sth Amendment, and Section 1 of the 14th 
Amendment to the Constitution of the United 
States. 

Plaintiffs, and each of them, are regularly licensed 
osteopathic physicians under and pursuant to the 
Laws of the State of Kansas. Plaintiffs’ residence 
and post office addresses are as follows: B. L. Glea- 
son is a resident of Larned, Pawnee County, Kansas; 
C. V. Moore is a resident of Medicine Lodge, Barber 
County, Kansas; O. R. Muecke is a resident of Pratt, 
Pratt County, Kansas, and Lawrence A. Moore is a 
resident of Herington, Dickinson County, Kansas. 

The defendant, Frank L. Carlson, is the duly elect- 
ed, qualified and acting Governor of the State of 
Kansas, and that the defendant Edward F. Arn, is the 
duly elected, qualified and acting Attorney General 
of the State of Kansas, each reside, and their respec- 
tive post office address is Topeka, Shawnee County, 
Kansas. 

The legislature of the State of Kansas enacted 
Chapter 290 of the Laws of 1913, effective the 17th 
day of March in said year, the title of which reads: 

“Concerning the practice of osteopathy and pro- 

viding for a State Board of Osteopathic Examina- 

tion and Registration.” 


Section 1 to 7 inclusive, of said Chapter 290, 
(now 65-1201 to 65-1206, GS. 1935) pertained 
exclusively to the practice of osteopathy in all its 
branches. Section 1 of said Chapter created the 
Kansas State Board of Osteopathic Examination and 
Registration (now 74-1201 GS. 1935). Section 2 
of said Chapter (now 65-1201 G.S. 1935) fixed the 
minimum educational and professional requirements 
as applied to osteopathic physicians, and in part is as 
follows: 

"“... After June, 1915, said applicant shall have a 

diploma of graduation from a high school, acad- 

emy, sttae normal school, college or university, a 

certificate of examination for admission to the 

freshman class of a reputable literary or scientific 
college, approved by the aforesaid board, before 
taking up the study of osteopathy, and shall have 
graduated, after personal attendance from an os- 
teopathic school or college of good repute wherein 
the course of study shall consist of at least four 
years of eight months each in each separate 
year; provided, however, that if any applicant 
shall have completed a course of study in any 
such osteopathic school or college, consisting of 
three years of nine months each, and a post- 
graduate course of at least five months, aggre- 
gating at least thirty-two months, such course 
shall be accepted in lieu of the full period of 
four years of eight months each provided for in 
this act. The Board shall subject all applicants 
to a practical examination, as to their qualifi- 
cations for the practice of osteopathy, in writing, 
in the subjects of anatomy, physiology, physiolog- 
ical chemistry and toxicology, pathology, diag- 
nosis, hygiene, obstetrics and gynecology, sur- 
gery, principles and practice of osteopathy, and 
such other subjects as the Board may require. This 
may be supplemented by other practical examina- 
tions such as the board may by rule’ determine. ..” 


The Board was authorized to issue to a successful 
applicant: 
“...A certificate granting him the right to prac- 
tice osteopathy in the State of Kansas, as taught 
and practiced in legally incorporated colleges of 
osteopathy of good repute.” 
Meaning: 
“Osteopathic physicians...are limited to the 
practice of osteopathy ...as generally known and 
understood, and as taught, in osteopathic schools 
or colleges, of good repute, in 1901 and 1913.” 
Section 3 (mow 65-1202 GS. 1935) of said 
Chapter defined an osteopathic school or college of 
good repute as: 
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“The words ‘osteopathic school or college of good 
repute’, whenever used in this act, shall be deemed 
and taken to include only such schools or colleges 
of osteopathy as are legally incorporated, and 
which prescribe a course of study covering the 
time provided for under the provisions of this 
act, and which shall instruct in all the branches of 
study in which examinations are required for li- 
cense under the provisions of this act, and shall 
require the personal attendance of the student 
throughout the course, and the requirements of 
which shall be in no particular less than those 
prescribed by the American Osteopathic Asso- 
ciation.” 


The educational and professional requirements 
as provided in the foregoing statute, were solely and 
only for the following purposes: 


(a) Simply a list of subjects in which an appli- 
cant for a certificate to practice osteopathy was 
required to take an examination. State v. Gleason, 
148 Kan. 1. (b) Merely for the purpose of giv- 
ing the (osteopathic) student body a knowledge 
of what those who practiced medicine and sur- 
gery believed. Burke v. Kansas State Osteopathic 
Association, 111 Fed. (2d) 250. 


The restrictions thus placed by the said statute 
upon the use of the knowledge and skill acquired by 
the plaintiffs, and each of them in complying with 
the educational demands of the statute as provided 
in Section 2 of said Chapter 290, is unreasonable, 
arbitrary and capricious; void as against public 
policy, detrimental to the public health; discrimina- 
tory, and in violation of the Sth Amendment and 
Section 1 of the 14th Amendment to the Constitu- 
tion of the United States. 


Sections 8 to 15 inclusive, of said Chapter 290 
(now 65-1001 to 65-1008 G.S. 1935) pertained to 
the practice of, and with slight amendments, is now 
the law under which the allopathic physicians are 
practicing their profession in the State of Kansas. 


The said statute makes no pre-educational re- 
quirement whatsoever, as applied to the allopathic 
physicians, but does require proof that he is of good 
moral character and: 


Satisfactory evidence that he has devoted not 
less than three periods of six months each, no two 
within the same twelve months, or if after April 
Ist, 1902, four periods of not less than six months 
each, no two in the same twelve months, to the 
study of medicine and surgery. All such candi- 
dates, except as hereinafter provided, shall sub- 
mit to an examination of a character to test their 
qualifications as practitioners of medicine or sur- 
gery, and which shall embrace all those topics and 


subjects a knowledge of which is generally re. 
quired by reputable medical colleges of the United 
States for the degree of Doctor of Medicine.” 


Each of these plaintiffs has complied with all 
statutory educational and pre-educational require- 
ments and demands imposed upon the osteopathic 
physicians; graduated from osteopathic colleges and 
schools as defined by said statute; was subjected to, 
and successfully passed an examination in all sub- 
jects demanded by Section 2 of said Chapter 290; 
and in addition thereto, was examined in, and suc- 
cessfully passed an examination in the subjects of 
bacteriology, comparative therapeutics, biological! 
chemistry, embryology, histology, neurology, neuro- 
anatomy, pharmacology, laboratory diagnosis and 
hematology, ear, nose and throat, immunology, pe- 
diatrics, x-radiance, diseases-acute infectious, dis- 
eases of respiratory system, diseases of circulatory 
system, diseases of gastro-intestinal system, diseases- 
tropical and parasitic, and clinics; all as required by 
the Kansas State Board of Osteopathic Examination 
and Registration, and as required by said statute; is 
fully competent and qualified, and was so recognized 
by the State of Kansas for 25 years, to practice 
osteopathy in all its branches which has, since 
osteopathy was founded, included the use of anes- 
thetics, antiseptics, antidotes for poisons, narcotics. 
obstetrics, surgery with instruments and the admin- 
istration and use of all modern methods in the treat- 
ment of the sick and injured. 


Each of said plaintiffs has been enjoined in the 
State Courts of Kansas solely and only upon the 
ground that in the practice of osteopathy in all its 
branches, they, and each of them, had violated Sec- 
tion 10 of said Chapter 290 of the laws of 1913 
(now 65-1005 G.S. 1935) that part of said Section 
10, pertinent to this action is as follows: 

“Any person shall be regarded as practicing medi- 

cine and surgery within the meaning of this act 

who shall prescribe, or who shall recommend for 

a fee, for like use, any drug or medicine, or per- 

form any surgical operation of whatsoever nature 

for the cure or relief of any wounds, fracture or 
bodily injury, infirmity or diseases of another per- 
son, or who shall use the words or letters ‘Dr. 

‘Doctor, ‘M.D., or any other title, in connection 

with his name, which in any way represents him 

as engaged in the practice of medicine or surgery, 
or any person attempting to treat the sick or 
others afflicted with bodily or mental infirmities, 
or any person representing or advertising himself 
by any means or through any medium whatsoever 
or in any manner whatsoever, so as to indicate 
that he is authorized to or does practice medicine 
or surgery in this state, or that he is authorized to 
or does treat the sick or others afflicted with 
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bodily infirmities, but nothing in this act shall be 
construed as interfering with any religious beliefs 
in the treatment of diseases: Provided, that quar- 
antine regulations relating to contagious diseases 
are not infringed upon. This act shall not apply 
to any registered osteopathic physician. ...” 


The above proviso as applied to osteopaths: 


Meant no more than that one who desired to prac- 
tice osteopathy should not be required to make 
application to the state board of medical registra- 
tion and examination and have that board pass 
upon his qualifications and issue to him a cer- 
tificate to practice osteopathy. State v. Gleason, 
148 Kan. 1. 


Said Section 10, not only denies to these plaintiffs 
the right to compensation in lawfully using the 
knowledge and skill the legislature demanded in 
Section 2 of said Chapter 290, that said plaintiffs 
acquire, but said Section 10 precludes these plaintiffs 
from practicing their profession in any respect what- 
soever, if the statute does permit plaintiffs to prac- 
tice the healing art in certain respects, the restric- 
tions in said statute are such as to preclude plaintiffs 
from using fully the knowledge and skill they, and 
each of them possess in practicing osteopathy in the 
approved manner, and as taught and practiced in 
legally incorporated colleges of osteopathy of 
good repute, all of which is void, as against public 
policy, detrimental to the public health; unreason- 
able use of the police power of the state, discrimina- 
tory, and in violation of the Sth amendment and 
Section 1 of the 14th Amendment to the Constitu- 
tion of the United States. 


Said statute confers a special privilege upon the 
allopathic profession in Kansas, and the same has 
been, and is being used to boycott industries who 
sell supplies to these plaintiffs and other members 
of the osteopathic profession, and said act is void, 
as against public policy, detrimental to the public 
health, unjust discrimination against these plaintiffs, 
and other members of the osteopathic profession, 
and is in violation of the Sth Amendment and Sec- 
tion 1 of the 14th Amendment to the Constitution 
of the United States. 


These plaintiffs have suffered, are suffering, and 
will continue to suffer irreparable loss and damage 
as a result of plaintiffs, and each of them being de- 
nied the right to compensation in the use of the 
knowledge and skill each of the said plaintiffs ac- 
quired as demanded in Section 2 of said Chapter 
290, and are now under injunctions in the District 
and Supreme Court of the State of Kansas, from 
lawfully using such knowledge and skill, unless a 
restraining order is issued forthwith and upon hear- 


ing an interlocutory injunction issued; and upon final 
hearing the defendants, and each of them be perma- 
nently enjoined from the enforcement, operation or 
execution of the restrictions in Section 2 and all of 
Section 10 of said Chapter 290 of the laws of 1913, 
by restraining the action of the defendant Frank L. 
Carlson as Governor of the State of Kansas, and the 
defendant, Edward F. Arn, as the Attorney General 
of the State of Kansas, in the enforcement, operation, 
or execution of said statute. 


WHEREFORE, THE PLAINTIFFS PRAY: 


(a) That a restraining order be issued forthwith 
restraining the defendant, Frank L. Carlson as Gov- 
ernor and the defendant, Edward F. Arn as Attorney 
General, of the State of Kansas, from the enforce- 
ment, operation, or execution of the restrictions in 
Section 2, and any part of Section 10, of Chapter 
290 of the Laws of 1913, as applied to these plain- 
tiffs, and each of them, by restraining the action of 
said defendants in the enforcement, operation or 
execution of said statute. 


(b) That upon hearing before a Three-Judge 
Court, an interlocutory injunction be granted en- 
joining said defendants, as State officers, in the en- 
forcement, operation or execution of said statute as 
prayed for in paragraph (a). 


(c) Upon final hearing on the merits of this 
action this Court determine that the restrictions in 
Section 2, and all of Section 10, Chapter 290 of the 
Laws of 1913, is void, as against public policy, detri- 
mental to the public health, unreasonable exercise 
of the police power of the State of Kansas, discrim- 
inatory, and in violation of the Sth Amendment and 
Section 1 of the 14th Amendment to the Constitu- 
tion of the United States. 


(d) That the defendants, Frank L. Carlson as 
Governor of the State of Kansas, and Edward F. Arn, 
as Attorney General of the State of Kansas, and 
each of them be permanently enjoined from the 
enforcement, operation, or execution of the restric- 
tions in Section 2, and any part of Section 10 of said 
Chapter 290 of the Laws of 1913, as applied to these 
plaintiffs and each of them. 


For such other and further relief as the Court may 
deem proper, equitable, and just; and that plaintiffs 
recover their cost herein. 


NeSMITH & IRWIN 

/s/ Robt. L. NeSmith 

E. H. Hatcher, 

808 National Bank of Topeka Bldg., 
Topeka, Kansas. 
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Order 

With the complaint the plaintiffs also filed a motion 
before the Hon. Arthur J, Mellott, District Judge, request- 
ing a restraining order, and made application for an inter- 
locutory injunction restraining and enjoining the defen- 
dants from enforcing the Medical Practice Act in Kansas 
pending the final outcome of the case. On November 1, 
1947, Judge Mellott denied the injunctive relief but issued 
the following order: 

This cause came on to be heard upon the motions 
of the plaintiffs in the above entitled cause for re- 
straining order and for an interlocutory injunction 
against the above named defendants, on a complaint 
filed in the second division of this court on October 
30, 1947, verified by one of the plaintiffs, viz. B. L. 
Gleason. 


It appearing to the court that the said complaint 
seeks an interlocutory judgment enjoining the de- 
fendants above named, as Governor and Attorney 
General of the State of Kansas, “from the enforce- 
ment, operation or execution of the restriction in 
Section 2 and all of Section 10 of Chapter 290 of the 
Laws of 1913”, upon the ground that the said sec- 
tions are void as against public policy, detrimental 
to the public health, and that the restrictions therein 
contained constitute an unreasonable exercise of the 
police power of the State of Kansas, are discrimina- 
tory and in violation of the Fifth Amendment and 
Section 1 of the Fourteenth Amendment to the Con- 
stitution of the United States, and upon considera- 
tion of the arguments and suggestions of counsel for 
the plaintiffs, at an exparte hearing before the 
court, it is now ORDERED AND ADJUDGED as 
follows: 


1. That the undersigned, Arthur J. Mellott, Judge 
of the above Court, hereby calls to his as- 
sistance, to hear and determine the application 
for an interlocutory injunction in this cause, 
the Honorable Orie L. Phillips and the Hon- 
orable Alfred P. Murrah, Judges of the Cir- 
cuit Court of Appeals for the Tenth Circuit; 


2. That irreparable loss or damage to the com- 
plainant will probably not result if a restrain- 
ing order is not granted. Therefore the mo- 
tion for a restraining order is now taken under 
advisement by the undersigned, with leave to 
complainants to call the motion up for further 
hearing, if deemed to be necessary, at any time 
prior to the hearing upon and determining of 
the application for an interlocutory injunction 
by the three-judge court; 


3. That hearing upon plaintiff's application for 
an interlocutory injunction be heard in the 
First Division of this Court, rather than in the 
Division in which it was filed, unless counsel 


file formal objection with this Court to the 
transfer of said cause for such hearing; 


4 


4. That the defendants above named, and each 
of them, shall, on December 9, 1947, appear 
in the courtroom of this Court at Topeka, 
Kansas, at 10:00 o'clock A.M. and then and 
there show cause, if any, they or either of them 
have, why an interlocutory injunction should 
not issue as prayed for in said complaint. 


One of the charges made in the complaint is that 
the “statute confers a special privilege upon the 
Allopathic Profession in Kansas.” A member of the 
immediate family of the undersigned being a duly 
licensed and practicing physician and surgeon in 
the State of Kansas, the undersigned now certifies 
(Judicial Code, Section 21) that he deems himself 
unable to, participate in the trial of this cause and, 
Judges Phillips and Murrah consenting thereto, now 
designates and requests the Honorable Walter A. 
Huxman, a Judge of the Circuit Court of Appeals 
for the Tenth Circuit duly assigned as District Judge 
for this District, to serve upon the three-judge 
Tribunal in lieu of the undersigned. 


It is further ORDERED AND DIRECTED that 
a copy of this order be forthwith served upon the 
defendants by the marshal of this Court and return 
showing such service be made, as required in con- 
nection with services of summons and other process 
under Rule 4 (g) of the Rules of Civil Procedure. 
Dated at Kansas City, Kansas, this 1st day of No- 
vember, 1947. 
(Signed) Arthur J. Mellott 
District Judge 


First Hearing 


On December 9, 1947, a three-judge Federal Court met 
at Topeka. Attorneys for the plaintiffs were Robert L. 
NeSmith, Wichita, and E. H. Hatcher, Topeka. The de- 
fense was conducted by Edward F. Arn, Topeka, Attorney 
General; Blake A. Williamson, Kansas City, special assis- 
tant to the Attorney General, and Kirke W. Dale, Arkansas 
City, also assisting the Attorney General and representing 
the Kansas Medical Society under its authority to enter the 
case amicus curiae. At this hearing the plaintiffs asked for 
an interlocutory injunction against the enforcement of the 
Medical Practice Act in Kansas. This was denied. The de- 
fense asked for immediate dismissal of the case, which was 
also denied, and the plaintiffs were granted leave to file an 
amended complaint. 


ded C aint 


The original complaint was amended to include, in ad- 
dition to the four osteopaths previously named, three other 
osteopaths, Frank E. Loose of Newton, Robert L. Wright 
of Wichita, and James B. Donley of Kingman, and also 
alleged that “this action is brought by these plaintiffs for 
themselves as individuals, and as individuals for the bene- 
fit of all osteopathic physicians and surgeons in the State 
of Kansas, constituting a class of persons having a com- 
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mon interest herein, but being so numerous as to make it 
impract:cable and inconvenient to bring them before the 
court as plaintiffs in this suit.” The osteopaths added to 
this amended complaint had not previously been enjoined 
by a Kansas court. This changed the case from an indi- 
vidual matter to a class suit, after which the American 
Osteopathic Association through its general counsel took a 
prominent part in the litigation. 


Second Hearing 

Attorneys for the defense filed an extensive brief with 
the court prior to the second hearing, held in Topeka on 
February 10, 1948. The plaintiffs contended that testi- 
mony should be introduced before the court which would, 
according to them, establish that surgery and drug therapy 
were taught and practiced as a part of osteopathy in 1913, 
when the Kansas law was passed. The defendants argued 
that such matters were within the police powers of the 
state for the protection of the public health and cited nu- 
merous cases to sustain their position. The defendants then 
moved for a judgment upon the pleadings and to dismiss 
the case, claiming that no substantial Federal question was 
involved, that the question was a problem for the legisla- 
ture to determine and for six other reasons set out in the 
motion. This motion was denied, and the court requested 
the parties to present evidence for their determination 
along with the legal questions involved. 


Third Hearing 

On April 19, 1948, the trial began at Topeka. Eight or 
ten witnesses were presented on each side of the case dur- 
ing the hearing, which lasted four and one-half days. Os- 
teopaths from many parts of the United States testified on 
behalf of the plaintiffs. For the defense witnesses were 
doctors of medicine who, prior to their medical education, 
had been osteopaths. During this period several attorneys 
from the American Osteopathic Association assisted the 
plaintiffs, and the American Medical Association sent its 
legal counsel and the director of its Council on Legal Med- 
icine to advise with attorneys for the defense. Upon the 
conclusion of the testimony both sides prepared briefs and 
findings of fact and conclusions of law, which were sub- 
mitted to the court. 

Decision 

On November 16, 1948, the court issued a preliminary 
statement entitled “Findings of Fact and Conclusions of 
Law,” which is quoted below in its entirety: 


By this class action, the plaintiffs, all osteopathic 
physicians, seek to temporarily and permanently en- 
join as unconstitutional the laws of Kansas regulat- 
ing the practice of osteopathy in that State. Because 
temporary injunctive relief is sought, a three-judge 
court was convened pursuant to Section 266 of the 
Judicial Code, Title 28 U. S. C. A., Section 380, now 
28 US.C., Section 2281. 


Section 2, Ch. 290, Laws of 1913 (65-1201, 
General Statutes Kansas 1935), prescribes the edu- 
cational qualifications prerequisite to examination 
for certificate to practice osteopathy in Kansas. It 
provides that the Board of Osteopathic Examination 
and Registration (created by 74 GS. 1201), shall 
subject all qualified applicants to a practical exam- 
ination in the subjects of anatomy, physiology, phys- 
iological chemistry and toxicology, pathology, diag- 


nosis, hygiene, obstetrics and gynecology, surgery, 
principles and practice of osteopathy, and such other 
subjects as the Board may require. If such examina- 
tions are satisfactorily passed, the Board shall issue 
to the applicant a certificate to practice osteopathy 
in the State of Kansas as taught and practiced in the 
legally incorporated colleges of good repute. 

As construed and interpreted by authoritative and 
controlling Kansas decisions, the applicable statutes 
confine the practice of osteopathy primarily to 
manipulative therapy, and forbids an osteopathic 
physician to use or administer medicinal therapeutics 
Or Operative surgery with instruments in the prac- 
tice of his profession. State v. Gleason, 79 P. 2d 911; 
State v. Moore, 117 P. 2d 598. In other words, the 
osteopathic profession is classified and regulated as 
a drugless and knifeless healing art or science. 

As thus construed and applied, the plaintiffs say 
that they are required to study and become profi- 
cient in the use of drugs and surgery, while being 
denied the privilege of using either in the practice 
of their profession; that such restriction upon the 
right to pursue their profession is arbitrary, unrea- 
sonable, and a denial of due process of law. It is said 
that the requirements for a license to practice os- 
teopathy are substantially the same or similar as 
those for a regular license to practice medicine, and 
to thus restrict one profession and not the other, 
amounts to a deprivation of the equal protection of 
the laws, and tends to foster an unlawful monopoly. 


FINDINGS OF FACT 
I 


Prior and since the enactment of the Osteopathic 
Practice Act of 1913, the science of osteopathy has 
been and is now based upon the concept that the 
curative powers for bodily disease, infirmity or dis- 
ability, are within the body itself, and if the struc- 
tural integrity of the body is maintained, the nat- 
ural cures will combat the disability; that the art and 
science of osteopathy lies in detecting and correcting 
structural derangement in the body by manipulative 
therapy. Osteopathy recognizes the use of surgery to 
a limited degree as a complement to osteopathy, but 
confines it to cases where the tissues are so badly 
diseased or degenerated or destroyed that regenera- 
tion by manual manipulation is not indicated. 

The science of medicine, as taught in the “reg- 
ular” schools of medicine prior and since 1913, is 
based upon the use of all known and available heal- 
ing and curative agencies, and a licensee to practice 
medicine and surgery in Kansas is not limited in 
his choice or remedies. 


II 
The course of study prescribed by the recognized 
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schools of osteopathy in 1913 included study and 
training in the use of drugs as a palliative agency 
and as antidotes for poisons and as anesthetics. The 
fundamentals of surgery were taught and many of 
the graduate of these schools have and are now per- 
forming operative surgery and administering drugs 
as practicing Osteopaths in states where such prac- 
tices are not prohibited. 

The prescribed courses of study taught in 1913 
in the respective schools of osteopathy and medicine 
were substantially the same, except materia medica 
and pharmacology were not taught in schools of 
osteopathy. The pedagogy differed only in emphasis, 
intensity and degree. The two professions have a 
common objective, that is the restoration of health, 
yet there was a basic difference in the scientific 
approach of each. 

Ill 


For the purpose of regulation, the State of Kan- 
sas has recognized and classified the practice of 
medicine and surgery as a separate and distinct 
branch of the healing art, and has prescribed the 
training and qualifications for a license to practice 
such profession. It has created a board of medical 
examiners, with power to regulate the practice in 
accordance with the prescribed standards. See G.L. 
65-1001. It has recognized and classified osteopathy 
as a separate and distinct branch of the healing art, 
and prescribed the standards thereof. It has created 
a separate board, with power to regulate the prac- 
tice of that profession. It has recognized and classi- 
fied chiropractic as another branch of the healing 
art and prescribed the standards of that profession, 
with a separate regulatory board to conduct exam- 
inations and issue the authorized licenses. G.L. 65- 
1301. Thus the Legislature has recognized and classi- 
fied the practice of medicine and surgery as one 
separate and distinct branch of the healing art, the 
practice of osteopathy another, and chiropractic still 
another. The requisite qualifications for a license to 
practice the respective professions in the State of 
Kansas are appropriate to each, and are attainable by 
reasonable study or application. All persons desiring 
to administer drugs or perform surgery with instru- 
ments in the practice of the healing art may secure 
a license to do so by complying with requirements of 
state law. 

IV 


Section 74-1001, Kansas Statutes, 1913, empowers 
a medical board to formulate rules to govern its 
procedure. In Jones v. Board of Medical Examina- 
tion, 208 Pac. 639, the Supreme Court held that this 
statutory provision gave authority for the Board to 
make rules and regulations increasing the statutory 
qualifications. Pursuant to this, the Board has, 
among other rules, required that an applicant for 


examination before the Medical Board must be a 
graduate of a reputable medical school. A reputable 
medical school is defined as being one approved by 
the American Medical Association, the Board, how- 
ever, reserving the right to add to or take from the * 
accredited list of the American Medical Association 
by a majority vote of the members of the Board. 


CONCLUSIONS OF LAW 
I 


This suit arises under the Constitution of the 
United States, and involves in excess of $3,000.00. 
This court therefore has jurisdiction of the subject 
matter and of the parties. 


II 


It is peculiarly within the province of the State 
of Kansas to classify and regulate the right to pur- 
sue a calling or profession having to do with the 
public health. The nature of the classification and 
the requisite qualifications for license to pursue a 
profession within such classification must largely 
depend upon the judgment of the State. The only 
limitation imposed upon the exercise of that power 
by the due process and equal protection clauses of 
the Constitution of the United States is that the 
classification shall not be arbitrary; shall bear some 
reasonable relationship to the legislative object, and 
shall not be discriminatory in its application and 
effect within the prescribed classification. If the 
required qualifications to pursue a calling or pro- 
fession are obtainable by reasonable study and ap- 
plication, they are not arbitrary or unreasonable. 
Dent v. West Virginia, 129 U. S. 114; Williams v. 
State of Arkansas, 217 U.S. 79; Watson v. State of 
Maryland, 218 U. S. 173; Polhemus v. American 
Medical Assn. 145 F. 2d 357; Laughney v. May- 
bury, 259 P. 17; Parker v. Statz, 64 NE 862; Davis 
v. Beeler, 207 SW 2d 343. Given a valid basis for 
classification, there can be no discrimination be- 
tween different classifications. Missouri, Kansas & 
Texas Ry. Co. v. May, 194 U. S. 267; Watson v. 
State of Maryland, supra. 


Ill 


The fundamental difference in the scientific ap- 
proach of the osteopathic and medical profession 
furnishes a valid basis for the classification made out 
by the challenged statute. Missouri, Kansas & Texas 
Ry. Co. v. May, Supra; Watson v. State of Maryland. 
supra. 


IV 


The classification, and the regulation based there- 
on, are not arbitrary or unreasonable; that the re- 
strictions imposed upon each classification do not 
operate to deprive the osteopathic profession of due 
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BRONCHIAL 
ASTHMA 
*Aminophyllin has in recent years taken 
a definite place in the armamentarium of 
asthmatic medication. Physiologically it 
acts by relaxing the bronchial muscles. It 
is also extremely valuable in relieving pa- 
tients of an adrenalin fastness and is less 
contraindicated in cases with cardiac dis- 

» orders or hypertension.” 


~~ ) By relaxing the bronchial musculature, 
“’ improving ventilation, increasing vital 
capacity and promptly reducing both in- 


trathecal and venous pressures, 


SEARLE | 
OPHYLLIN 
exerts a favorable influence on the rate 
and volume of respiration in bronchial 


_ asthma as well as in paroxysmal dyspnea 
and Cheyne-Stokes respiration. 
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*Searle contains at least 80% of anhy- 
drow sheophy in . G. D. Searle & Co., Chicago 80, 


Illinois. 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 


1. Mountain, G. E.: Bronchial Asthma, J. Iowa M. 
Soc. 35:324 (Aug.) 1945. 
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process or equal protection of the laws. The injunc- 
tive relief sought is therefore denied. 

/s/ Orie L. Phillips 

U. S. Circuit Judge 

/s/ Walter A. Huxman 

U. S. Circuit Judge 

/s/ Alfred P. Murrah 

U. S. Circuit Judge 


Judgment and Decree 

On the same date the following order of dismissal of 
plaintiffs’ case was filed and entered: 

BE IT REMEMBERED That this cause came reg- 
ularly on for hearing on the 19th day of April, 1948, 
the plaintiffs appearing in person and by counsel 
Robert NeSmith, E. H. Hatcher, Milton McKay and 
Nelson Grills; the State of Kansas by Attorney Gen- 
eral Edward F. Arn and Blake Williamson; the State 
Medical Association by Kirke Dale and Donald 
Hickman. Testimony was taken and argument was 
had and the case was finally submitted on argument 
and brief of counsel. 

AND NOW on this 16th day of November, 
1948, upon consideration of the evidence and upon 
the Findings of Fact and Conclusions of Law, 

IT Is ORDERED AND DECREED that the 
prayer of the plaintiffs for injuctive relief be and 
the same is hereby denied, and the action is dis- 
. missed at the cost of the plaintiffs. 


/s/ Orie L. Phillips 

U. S. Circuit Judge 

/s/ Walter A. Huxman 
U. S. Circuit Judge 

/s/ Alfred P. Murrah 
U. S. Circuit Judge 


Opinions 
On December 9, 1948, two of the three judges issued 
final legal opinions substantiating the findings of fact and 
conclusions of law previously rendered. The findings of 
fact, conclusions of law, order of dismissal and legal 
opinions of the court comprise the judgment of the court 
in favor of the defendants and against the plaintiffs. 


Copies of the two opinions are set forth in full herein: 
Opinion by Huxman, Circuit Judge: 

I desire to set out the grounds on which I concur 
in the judgment of the court. 


This is an action under Section 266 of the Judicial 
Code (28 U. S.C. A. 380), now 28 U.S. C. 2281, to 
enjoin defendants, the Governor and Attorney Gen- 
eral of the State of Kansas, from the enforcement of 
the restrictions contained in Sections 65-1201 and 
65-1005, Kansas Statutes, 1935, in so far as they 
apply to plaintiffs. Plaintiffs are licensed osteopaths 
under the laws of Kansas and bring this action for 
themselves and in behalf of all osteopathic physi- 
cians in Kansas. It is their claim that the above sec- 


tions of the Kansas Statutes,'as interpreted by the 
Kansas Supreme Court, are void and in violation of 
Section 1 of the 14th Amendment to the Constitu- 
tion of the United States for the reason that plain. 
tiffs are prohibited from using drugs and operative 
surgery in their practice of osteopathy notwithstand- 
ing that they are required to study and qualify them- 
selves in the use of drugs and the practice of sur- 
gery. This, they claim, deprives them of liberty and 
property without due process of law. 

While it is not directly so stated in the Kansas 
Statutes, the Kansas Supreme Court has declared on 
several occasions and interpreted the applicable stat- 
utes to mean that persons licensed to practice medi- 
cine and surgery may use drugs and operative sur- 
gery, while those licensed to practice osteopathy are 
prohibited from practicing medicine and surgery. 
Under this construction, certain of the plaintiffs 
have been enjoined by the Kansas Court from the 
use of drugs and operative surgery. Plaintiffs, both 
by evidence and argument, point to their education 
qualifications, to the standards of osteopathic col- 
leges generally, the training received by osteopaths 
in comparison to that of doctors of medicine and 
surgery and the scope of the examination given 
osteopaths by the State Osteopathic Board. Generally 
plaintiffs assert that they study the use of drugs and 
the performance of surgery in their schools to the 
same extent that medical students do in medical 
schools and that upon graduation they are qualified 


in these branches of the healing art to the same ex- 


tent as are graduates from medical schools. They, 
therefore, contend that the restrictions placed upon 
them by the Kansas Statutes and decisions of its 
courts are unreasonable, arbitrary, detrimental to the 
public health, an unreasonable exercise of the police 
power, discriminatory, and in violation of Section 1 
of the 14th Amendment. 

In our Findings, we have found that as of 1913, 
the course of study in osteopathic schools did not 
include a study of materia medica and pharmacology, 
but that in other respects the course of study in 
osteopathic schools with regard to the use of drugs 
and performance of surgery was substantially the 
same as that in medical schools, the pedagogy dif- 
fering only in emphasis, intensity and degree. 


As I view the problem, the decision does not turn 
upon whether the use of drugs and surgery was a 
part of the original osteopathic concept or was sub- 
sequently engrafted upon it, in order to make os- 
teopathy a complete unit of the healing art. Nor 
does the decision turn upon whether the training in 
the use of drugs and surgery as taught in reputable 
osteopathic schools is or is not the equivalent of that 
taught in accredited medical schools. For the put- 
pose of this opinion, I will, therefore, assume that 


Discussing the general treat- 
ment of low back pain ina 
recent article, an orthopedic 
surgeon* comments on sup- 
ports (among other items) as 
follows: “The second remedy 
tried by time is further rest 
provided by support after the 
patient gets out of bed. Various 
corsets, braces, and casts have 
been used and the one criterion 
is that they be well fitted and 
do the work intended.” 


The Camp lumbosacral support (illustrated) fits down over the gluteal 
region and restricts the motion of the pelvic and lumbar joints. The 
lower adjustment following about the major portion of the pelvic girdle 
is a prime factor in relieving the weight-bearing joints of the lower spine. 


The support lends itself readily to reinforcement with the Camp spinal 
brace (illustrated). The brace is made of spring steel and comes in 
varying lengths — twelve, fourteen, sixteen, and eighteen inch lengths. 
Aluminum uprights and pads are also provided by Camp for reinforce- 
ment of orthopedic supports. 


Camp fitters are trained and supervised by nurses and instructors. 


*Hugh T. Jones, M.D. 
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the use of drugs and surgery was a part of the orig- 
inal osteopathic concept and that reputable osteo- 
pathic schools teach surgery and the use of drugs to 
the same extent that these subjects are taught in 
accredited medical schools. 


The power of this court to strike down legislation 
ky a state regulating the practice of the healing art, 
is a marrow One. It is well settled that the police 
power of the state extends to the regulation of cer- 
tain trades and callings, particularly those which 
closely concern the public health.! Practitioners of 
the healing art are properly subject to police regu- 
lations, the details of which are primarily with the 
legislature and are not to be interfered with by fed- 
eral courts so long as fundamental, constitutional 
rights are not violated.? Equal protection of the laws 
does not preclude states from resorting to classifi- 
cation for various purposes of legislation.> The leg- 
islature has the power to classify, and narrow dis- 
tinctions will justify classification in legislation if 
they are reasonably related to the objects of legisla- 
tion.* 


In pursuance of this power, Kansas has seen fit 
to differentiate between the treatment of human ills 
through the use of drugs and surgery and the treat- 
ment of such ills by means of manipulative therapy. 
In regulating the practice of the two branches of the 
healing art, different educational requirements are 
made for each. The examinations given to appli- 
cants of each class are distinguishable under the 
pertinent statutes designed to insure qualified, li- 
censed practitioners in each of the two fields. The 
statute regulating the examination of medical doc- 
tors, Section 65-1001, Kansas Statutes, 1947 Supple- 
ment, provides in part, as follows: 


“All persons intending to practice medicine or 
surgery after the passage of this act... shall apply 
to said board (Board of Medical Registration and 
Examination) at any regular meeting, or at any 
other time or place as may be designated by the 
board for a license. Application shall be made in 
writing and shall be accompanied by the fee 
hereinafter specified, together with the age and 
residence of the applicant, proof that he is of 
good moral character and satisfactory evidence 
that he has devoted not less than four periods of 
not less than six months each to the study of 
medicine and surgery. All such applicants, ex- 
ept as hereinafter provided, shall submit to an 
examination of a character to test their qualifica- 
tions as practitioners of medicine or surgery, and 
which shall embrace all those topics and subjects 


1 Watson v. Maryland, 218 U.S. 173. 

2 Polhemus v. A.M.A., 10 Cir., 145 F. 2d 357. 

® Welch Co. v. N.H., 306 U.S. 79. 

4N. Y. Rap‘d Transit Corp. v. City of New York, 303 U.S. 573. 


a knowledge of which is generally required by 
reputable medical colleges of the United States 
for the degree of doctor of medicine...” 


These are the only statutory educational require- 
ments for the practice of medicine and surgery. 
However, pursuant to Section 74-1001, Kansas 
Statutes, 1935, which provides that the Medical 
Board shall formulate rules to govern its procedure, 
the Kansas Court in Jones v. Board of Medical Ex- 
amination, 111 Kan. 813, 208 Pac. 639, held that 
this provision gave authority for the board to make 
rules and regulations increasing the statutory quali- 
fications. The present rule of the Board is as follows: 


“GENERAL QUALIFICATIONS. The appli- 
cant must meet the following requirements: 1. A 
citizen of the United States. 2. Possessed of good 
moral character, willing to abide by the princi- 
ples of medical ethics adopted by the American 
Medical Association. 3. Possessed of the mini- 
mum preliminary educational qualifications fol- 
lowing: (a) A graduate of a four-year high school 
course. (b) All graduates subsequent to 1914 
must have had at least two years attendance in a 
college of liberal arts. (c) A graduate of a reputa- 
ble medical school. Reputable medical college 
shall be any medical college in the United States 
classed as an approved medical school by the 
American Medical Association. This board, how- 
ever, reserves the right to add to or take from the 
accredited list of American Medical Association 
by a majority vote of the members of this board.” 


The statute regulating the practice of the osteo- 
pathic physician® provides in part as follows: 


“Any person not now a registered osteopathic 
physician of this state, before engaging in the 
practice of osteopathy in this state shall make ap- 
plication to the board of osteopathic examination 
and registration, on a form prescribed by the 
board, for a certificate to practice osteopathy, giv- 
ing first his name and age, which shall not be 
less than twenty-one years, and residence; second, 
the name of the school or college of osteopathy 
from which he graduated, which shall have bzen 
in good repute as such, at the time of the issuing 
of his diploma, as determined by the board; third, 
the date of his diploma, evidence that such di- 
ploma was granted on personal attendance and 
completion of the course of study of not less than 
four terms of five months each, and such other 
information as the board may require, and suf- 
ficient evidence that the applicant is of good 
moral character. Such application shall be accom- 


5 Section 65-1201, 
Section 65-1202, Kansas Statutes, 1935. 
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(1/3200 gr.) daily—EstinyL* maintains 
the average menopausal patient free of 
symptoms. Even when initiating therapy 
and in the more severe cases, unusually 
small dosage—measured in hundredths 

of a milligram—has been found effective. 


(ETHINYL ESTRADIOL) 


EstINYL, a derivative of the ovarian follicular 
hormone, estradiol, evokes the sense of well-being 
characteristic of natural hormone therapy. It 

acts rapidly, often completely controlling climacteric 
symptoms within a few days. In therapeutic 

dosage side effects are notably infrequent. Unique 
response to minimal dosage permits effective 
estrogen therapy at low cost to patients. 


DOSAGE: One Estinyt Tablet (0.02 mg.) or one teaspoon- 
ful of EstinyL Liguip (0.03 mg.) daily, may be prescribed, 
reducing dosage as symptoms subside. 

ee ESTINYL Tablets, 0.02 (buff) or 0.05 mg. (pink), in bottles 
= of 100, 250 and 1000. 


ESTINYL Ligui, 0.03 mg. per 4 cc. (teaspoonful), in bottles 
of 4 and 16 oz. 


*® 


CORPORATION - BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 


1 
= 


42 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


panied by a fee of twenty-five dollars. No holder 
of a diploma issued after June, 1907, shall be ad- 
mitted to an examination, nor shall a certificate 
to practice osteopathy be otherwise granted by 
said board, to any such applicant unless said ap- 
plicant shall have a diploma of graduation from 
high school, academy, state normal school, college 
or university, a certificate of examination for ad- 
mission to the freshman class of a reputable lit- 
erary or scientific college, approved by aforesaid 
board, as a preliminary education before taking 
up the study of osteopathy, and shall have grad- 
uated, after personal attendance, from an osteo- 
pathic school or college of good repute wherein 
the course of study shall consist of at least three 
years of nine months each, in three separate years, 
and after June 1, 1915, said applicant shall have a 
diploma of graduation from a high school, acad- 
emy, state normal school, college or university, 
a certificate of examination for admission to the 
freshman class of a reputable literary or scientific 
college, approved by the aforesaid board, before 
taking up the study of osteopathy, and shall have 
graduated, after personal attendance from an os- 
teopathic school or college of good repute where- 
in the course of study shall consist of at least four 
years of eight months each in each separate year 

. The board shall subject all applicants to a 
practical examination, as to their qualifications 
for the practice of osteopathy, in writing, in the 
subjects of anatomy, physiology, physiological 
chemistry and toxicology, pathology, diagnosis, 
hygiene, obstetrics and gynecology, surgery, prin- 
ciples and practice of osteopathy, and such other 
subjects as the board may require. This may be 
supplemented by other practical examinations 
such as the board may by rule determine. If such 
examination is passed in a manner satisfactory to 
the board, then the board shall issue to said ap- 
plicant a certificate granting him the right to 
practice osteopathy in the state of Kansas, as 
taught and practiced in the legally incorporated 
colleges of osteopathy of good repute...” 


Section 65-1202, G.S. Kansas, 1935, states: 

“Osteopathic school or college of good repute; 
defined. The words, ‘osteopathic school or col- 
lege of good repute, wherever used in this act, 
shall be deemed and taken to include only such 
schools or colleges of osteopathy as are legally 
incorporated, and which prescribe a course of 
study covering the time provided for under the 
provisions of this act, and which shall instruct in 
all the branches of study in which examinations 
are required for license under the provisions of 
this act, and shall require the personal attendance 
of the student throughout the course, and the re- 


quirements of which shall be in no particular less 
than those prescribed by the American Osteo- 
pathic Association ...” 


It is clear from the Kansas Statutes that Kansas 
recognizes the practice of medicine and surgery as 
a branch of the healing art, separate and apart from 
that of osteopathy.© Two separate and distinct sets 
of regulatiops have been set up to control what Kan- 
sas considers to be two distinguishable branches of 
the healing art. Kansas has seen fit to set up one 
board to examine those who would practice surgery 
and the use of drugs anda separate board to examine 
those who would practice cure of disease by manip- 
ulation or Osteopathic practices. It has set up the 
qualifications which applicants must meet who 
would take the examination before the medical 
board for the right to practice surgery and medi- 
cine, and the qualifications of applicants who would 
take the examination before the Osteopathic Board 
for the right to practice osteopathy. No one would 
seriously contend that it is arbitrary or unreasonable 
to compel one who seeks the right to perform sur- 
gery or administer drugs and medicines to be a grad- 
uate of an approved school or that he take the ex- 
amination before a board composed of members 
qualified specially in such subjects, and that would 
be so even if plaintiffs are correct in their conten- 
tion that the use of surgery and the administration 
of drugs always has been a part of the osteopathic 
concept. 

In order then for plaintiffs to make a case entit- 
ling them to relief under the 14th Amendment, it 
is necessary for them to show that the osteopathic 
colleges from which they are graduates meet all the 
educational qualifications of the Kansas Statutes and 
of the rules adopted by the medical board, for those 
who would practice surgery and the use of drugs and 
medicine, that they are approved schools or that 
spproval has been arbitrarily and unreasonably de- 
nied and that they have been denied the right to 
take the examination before the medical board. It 
is not contended that plaintiffs have met this burden 
hor is this the theory upon which they bring their 
case, but these elements are present and inherent in 

‘considering whether they have been denied the due 
process guaranteed by the 14th Amendment. 

As pointed out, plaintiffs pitch their entire case 
on the proposition that surgery and the use of drugs 
have always been a part of the osteopathic concept 
and that graduating from osteopathic colleges, main- 
taining comparable courses of study with medical 
schools and passing the osteopathic board of exam- 
ination is sufficient to entitle one to the practice of 
medicine and surgery. With this we cannot agree. 


6 State v. Gleason, 79 Pac. 2d 911; 
State v. Moore, 117 Pac. 2d 598. 
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It appears in the light of recent experience that the daily protein 
requirement of the diabetic has been underestimated and calls for 


an upward revision. 


, The success obtained in diabetic retinopathy from the use of high 
protein diets emphasizes the deleterious possibilities of hypoalbumin- 
emia in this metabolic disease. | 


In view of the excellent results observed from a high protein intake, 
in many forms of hepatic disease, a dietary rich in protein is suggested 
as a therapeutic measure in the management of liver enlargement, 
one of the frequent complications of diabetes.' Since impaired liver 
function reduces the efficacy of insulin, prevention of liver enlarge- 
ment by a liberal allowance of protein in the daily diet of the dia- 
betic appears an important factor in the control of this disease. With 
an estimated 2,000,000 diabetics in the United States? every benefit 
achieved in this field makes itself felt on a truly large scale. 


Meat is an outstanding source of protein in the dietary of the 
patient with diabetes mellitus for these reasons: It is notably rich in 
protein, from 17 to 20 per cent of its uncooked, and from 25 to 30 
per cent of its cooked weight. The protein of meat, regardless of cut 
or kind, whether fresh, cured, or canned, is biologically complete. 
All meat is of excellent digestibility—from 96 to 98 per cent. Fur- 
thermore, meat ranks with the best sources of B vitamins, potassium 
and phosphorus, all of which are essential factors in the metabolism 


of carbohydrate. 


1Nutrition in Diabetes, Nutrition Rev. 6:257 (Sept.) 1948. 
2Diabetes and Arteriosclerosis in Youth, Editorial, J.A.M.A. 135:1074 


(Dec. 20) 1947. 
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It is still necessary that such schools be approved as 
provided by law and the appropriate regulations, and 
that graduates therefrom take the examination be- 
fore the medical board. Of course, if approval were 
arbitrarily denied to a qualified osteopathic school 
and if its graduates were arbitrarily denied the right 
to take the examination before the medical board, 
a different question might arise, but such is not the 
case here. Statutory regulations requiring all appli- 
cants for the right to practice surgery and the ad- 
ministration of drugs and medicine to be graduates 
of approved schools and to take an examination be- 
fore a medical board composed of members quali- 
fied in such subjects are not unreasonable or arbi- 
trary and therefore do not contravene any rights 
provided by the 14th Amendment. 


I am authorized by the Court to say that we do not 
pass on the question whether it is lawful for grad- 
uates from qualified osteopathic schools in Kansas 
to practice incidental surgery such as severing the 
umbilical cord or repairing lacerations by the use of 
surgery in obstetrical cases. 


OPINION BY PHILLIPS, Chief Judge: 


I desire to supplement what Judge Huxman has 
said, in order to more fully and more accurately re- 
flect my views with respect to the issues presented. 


In my opinion, the evidence clearly established 
these facts: 


At the time of the adoption of Ch. 290, Laws of 
Kansas, 1913, Sections 65-1201—65-1206, GS. 
Kan. 1935, and for at least a substantial number of 
years thereafter, osteopathy as taught and practiced 
in the legally incorporated colleges of osteopathy of 
good repute was a system of therapeutics based on 
the theory that diseases are due chiefly to structural 
derangement in the body; the practice of the science 
of osteopathy consisted in the detection of structural 
derangement and the restoration of structural in- 
tegrity solely by manual manipulation, thus provid- 
ing a healthy nerve and blood supply to the part in- 
volved and thereby allowing it to combat or cure 
the diseased condition; and the theory of osteopathy 
embraced the concepts that “Every living organism 
has within it the power to manufacture and prepare 
all chemicals, materials and forces needed to build 
and repair itself,” and that “No material other than 
food and water taken in satisfaction of the demands 
of appetite...can be introduced from the outside 
without detriment,” and “when every part” of the 
body “is adjusted and in perfect harmony” health 
will be maintained.' 


1 Twenty-First Annual Catalog, American School of Osteopathy, 
1913-1914, pp. 10, 11. 


Osteopathy wholly repudiates drug therapy and 
sanctions the use of drugs only as anesthetics, ex- 
ternal antiseptics, antidotes for poison, and possibly 
as a palliative for pain. 


Dictionaries and judicial decisions uniformly de- 
fine osteopathy as a system of treating diseases of 
the human body by manual manipulation without 
the use of drugs or surgery.” 


It is provided by a number of statutes and gen- 
erally held by the courts that license to practice 
osteopathy does not give the holder the right to 
prescribe or administer drugs or perform surgery 
with instruments.> A person licensed to practice 
medicine and surgery in Kansas may not practice 
osteopathy without meeting the requirements for a 
license to practice osteopathy and obtaining such 
license.4 

Osteopathy recognizes that surgery should be em- 
ployed, when necessary, not as a part of the practice 
of osteopathy, but as a complement thereto. In the 
catalog of the American School of Osteopathy for 
1918-1919, p. 50, the following statement appears: 
“Osteopathy is the physical or manual manipulation 
of the body structures, without instruments,... 
while surgery in a somewhat different way ...han- 
dles the body structures physically and manually 
with instruments.” Substantially the same statement 
is found in the catalogs of that school for the years 
1913-1914, 1914-1915, and 1915-1916. 


In the catalog of that school for 1918-1919, pp. 
50, 52, it is stated that osteopathy has prevented 
many thousands of useless surgical operations; that 
osteopathy adjusts structures so that a healthy nerve 
and blood supply to the part involved allows it to 
combat or cure the diseased condition; but when 
in a limited number of cases, where, through trauma 
or other causes, the tissues have been so destroyed, 
diseased, or degenerated that restoration of a healthy 
nerve and blood supply cannot be accomplished 
through manual manipulation, that then resort 
should be had to surgery. It gives as examples, lac- 
erations in childbirth, certain types of congenital 
deformities, and certain kinds of tumors. It states 
that “Surgery repairs cuts, removes tissues so badly 
diseased or degenerated that regeneration is impos- 
sible, and...complements the other part (osteop- 
athy) of rational therapeutics.” It plainly states that 
surgery is not a part of, but a complement to, os- 
teopathy. Substantially the same statements afe 
found in the earlier catalogs referred to above. 

2 State v. Baker 229 N.C. 73, 48 S.E. 2d 61, 65, and cases there 
PE ns = Kansas State Osteopathic Ass’n, 10 Cir., 111 F. 2d 250, 
341 Am, p. 156; 
Note, 86 A.L.R. 626. 


4 State v. Hopkins, —____Monr. 
State v. Wood, Mont. 


. 166 P. 304, 306, 307; 
165 P. 592, 594. 
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Established 1924 
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230 Frisco Building - - Joplin, Missouri 


RALPH EMERSON DUNCAN, M. D. 


MAURICE L. JONES, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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The above catalogs state, in substance, that the 
practice of osteopathy and major surgery should 
not be combined; that the school undertakes to pre- 
pare its students to do minor surgery only, to diag- 
nose cases where major surgery should be resorted 
to, and to give after treatment in major surgery 
cases. 


Such catalogs further state, in substance, that 
while the teaching of surgery has been broadened 
to meet the demands of patients, osteopathy would 
never countenance the use of drug therapy, except 
for the limited purposes stated above. 


The catalogs of the Des Moines Still College of 
Osteopathy for 1917-1918, 1916-1917, and 1914- 
1915, in describing the course in surgery, plainly 
state that it does not undertake to prepare its stu- 
dents to do major surgery, but only to do minor 
surgery, and recognizes surgery as an adjunct to, 
and not a part of, osteopathy. 


That such was the theory and the practice of os- 
teopathy as taught in the incorporated colleges of 
osteopathy of good repute in the year 1913 and 
years prior and subsequent thereto was also proven 
by the testimony of persons who were students in 
such colleges in the year 1913 and years prior and 
subsequent thereto. 


Thus, it will be seen that in the year 1913, there 
were fundamental differences in the osteopathic 
theory of therapeutics and the practice of osteopathy 
and the theory of therapeutics of medicine and sur- 
gery and the practice thereof. 


It is established that the Equal Protection Clause 
of the Fourteenth Amendment permits classifica- 
tion for the purposes of legislation and the power 
to classify is of wide range and flexibility. However, 
the classification must be reasonable, not arbitrary, 
and must rest upon some ground of difference hav- 
ing a fair and substantial relation to the object of 
the legislation so that all persons similarly circum- 
stanced will be treated alike.° 


It seems clear to me that the fundamental differ- 
ences adverted to above fully justified the state in 
placing the practice of osteopathy in one classifica- 
tion and the practice of medicine and surgery in 
another classification, in establishing different edu- 
cational requirements and providing different ex- 
aminational tests for osteopaths, and in restricting 
osteopaths to the practice of osteopathy, in order 
to preserve the public health and welfare. 


It may be, that the curricula of the schools of 
osteopathy have either been broadened or varied 
since 1913 so as to teach a limited use of drug 


5Colgate v. Harvey, 296 U.S. 404, 422, 423. 
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therapy and so as to better prepare their students 
for the doing of surgery as a complement to the 
practice of osteopathy. But, in 1913 the osteopathic 
colleges did not teach drug therapy and did not 
adequately prepare their students to practice major 
surgery and recognized surgery not as a part of, but 
as a mere complement to, osteopathy. That being 
true, Kansas was justified in restricting the licensed 
osteopath to the practice of osteopathy and in pro- 
hibiting him from prescribing or administering 
drugs and, subject to the qualifications stated in 
the last paragraph of Judge Huxman’s opinion, from 
doing surgery with instruments, since such restric. 
tion and prohibitions had a real and substantial rela- 
tion to the object sought, the preservation of the 
public health and welfare. Moreover, by employing 
the phrase “osteopathy...as taught and practiced 
in the legally incorporated colleges of osteopathy of 
good repute,” the legislature of Kansas did not set 
the signification of osteopathy at large so as to per- 
mit the osteopathic colleges to give it any meaning 
they should choose. Osteopathy was a system of 
treating diseases of the human body without drugs 
or surgery and the legislature merely authorized the 
colleges to determine, select, and teach the most de- 
sirable methods of doing what is comprehended 
within the term osteopathy. Colleges could not 
change the laws of Kansas or widen the scope of the 
osteopath’s certificate so as to permit him to prac- 
tice other systems of healing by the simple expedient 
of varying their curricula.® 


Counsel for plaintiffs urge, however, that in 1913 
the legally incorporated and reputable schools of 
osteopathy taught surgery and that, in order to ob- 
tain a license to practice osteopathy in Kansas, it 
was necessary for the applicant to graduate from 
one of such schools and pass an examination in the 
subjects enumerated in the statute or required by 
the osteopathic board, including the subject of sur- 
gery. In my opinion, such a requirement is not un- 
reasonable. The osteopathic colleges recognized that 
in a limited number of cases where tissues had be- 
come so badly diseased, degenerated, or destroyed, 
that regeneration was not possible through manip- 
ulative treatment, surgery should be resorted to as 
a complement to osteopathy, and they undertook to 
train their students so they would be able to diag- 
nose and advise major surgery, where resort thereto 
was, necessary as a complement to osteopathy. If 
that fact, recognized by the osteopathic colleges, is 
true, the necessity of the osteopath having sufficient 
surgical training to enable him to diagnose and de- 


6 State v. Baker, 229 N.C. 73, 48 S.E. 2d 61, 65; 
State v. Wagner, — eb. , 297 N.W. 906, 910, 911; 
Georgia Ass’n of O. Physicians and Surgeons v. Allen, D.C. Ga., 
31 F. Supp. 206, 213; 
State v. Bonham, Wash. 161-P. 377, 381. 
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termine cases where surgery should be resorted to as 
a necessary complement to osteopathy and advise 
surgery in such cases is obvious. Therefore, it was 
not unreasonable in 1913 to require applicants for 
a license to practice osteopathy to graduate from 
such schools and to pass an examination in the sub- 
ject of surgery. As stated by the court in Georgia 
Assn of O. Physicians and Surgeons v. Allen, D.C. 
Ga., 31 F. Supp. 206, 213, “His knowledge must be 
broader than his practice; he must know what he 
practices, but he may not practice all he knows.” 


If an osteopath in Kansas desires to engage in the 
practice of medicine and surgery, he must meet the 
requirements laid down for a license so to do. These 
requirements are attainable by reasonable study and 
application, are appropriate to the end sought to be 
attained, and are neither unreasonable nor arbitrary.’ 


If the osteopathic colleges desire to broaden or 
vary their curricula so as to train their students not 
only to practice osteopathy, but also medicine and 


7 Dent v. West ei a, 129 U. .S. 114; 
State v. Hopkin: Mon 304, 307; 
People v. Witt Ill. 282, 146 N.E. 37 A.L.R. 672. 


surgery, in Kansas, then with respect to the latter 
they must meet the requirements to constitute them 
approved medical schools. I repeat, they cannot 
broaden the license to practice osteopathy in Kansas 
by the simple expedient of varying or expanding 
their curricula. 

With the wisdom or expediency of the statutory 
requirements here involved, we are not concerned, 
Our sole function is to determine whether they deny 
the equal protection of the laws in violation of the 
Fourteenth Amendment. It is my conclusion that 
the statute, as construed by the Supreme Court of 
Kansas, is valid. 

Deleted from this report has been material such as the 
briefs, the transcript of the testimony and the findings of 
fact, all of which are on file in the Executive Office of the 
Kansas Medical Society. Recorded in this issue of the 
Journal for the benefit of members of the Kansas Medical 
Society are all of the official pleadings and judgment per- 
taining to this action. As stated in the beginning, it is 
probable that the case will be carried to the Supreme Court 
of the United States. Copies of the motion for new trial 
and motion to set aside findings of fact and conclusions of 
law have not been included as they are before the court 
and have not been acted upon. Later reports will follow 


_ in order. 


American Legion Opposes Socialized Medicine 

A resolution opposing socialized medicine was 
enacted at the 30th annual convention of the Amer- 
ican Legion, meeting in Miami, Florida, late in Octo- 
ber. It was sponsored by the Department of Illinois 
and was recommended for passage by the Commit- 
tee on Rehabilitation. The text of the resolution 
follows: 

WHEREAS, The American Legion has consist- 
ently opposed all efforts to socialize medicine in the 
United States as evidenced by the resolution adopted 
in 1945 and reiterated in 1946, and 


WHEREAS, there is still persistent and constant 
effort being made to enact socialized medicine legis- 
lation for the alleged benefit of all the people of the 
United States, and 

WHEREAS, compulsory health insurance would 
result in a general loss of our high standards of 
health care which now exist and would deprive us of 
a large measure of our personal liberty and would 
also increase the burden of bureaucracy, and 

WHEREAS, Government control of medical care 
would add an enormous tax burden to the American 
people, including hundreds of thousands of our dis- 
abled veterans of both wars, and widows and or- 
phans of our deceased veterans, and 


WHEREAS, The American Legion takes pride in 


our program of improving the standard of medical 
care within the Veterans Administration and other 
contract institutions, which has now done much to 
elevate the standard of care in all hospitals, and 


WHEREAS, it is still our conviction that any 
compulsory health insurance plan—political medi- 
cine—destroys the essential personal relationship be- 
tween patient and the doctor of his choice and in- 
creases Government supervision and control of our 
private lives and is in full substance and effect—the 
planned economy of a collectivist nature—and, 


WHEREAS, the Communists have proclaimed 
“socialized medicine is the keystone to the arch of 
the socialistic state,” and 


WHEREAS, any plan of compulsory health in- 
surance would have the tendency to lower the stan- 
dard of medical care that is now guaranteed our vet- 
erans and would also deprive the citizen of the right 
to select the quality of medical care that he can af- 
ford, and this, we believe, is contrary to the funda- 
mental rights of the individual, 


NOW THEREFORE BE IT RESOLVED by The 
American Legion in Convention assembled in 
Miami, Florida, this 18th, 19th, 20th and 21st of 
October, 1948, that we are still unalterably opposed 
to all efforts and movements to enforce socialized 
medicine upon the American people. 
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REFRESHER COURSE IN PEDIATRICS 
FEBRUARY 28 TO MARCH 2, 1949 


University of Kansas Medical Center, Kansas City, Kansas 


FACULTY SUBJECTS TO BE DISCUSSED 
Guest Instructors: The Physiology of the Premature Infant. 
EDWARD D. GREENWOOD, M.D., Director, Southard The Pathology of Prematurity. 
School, Menninger Foundation; Chairman, Committee The Care and Treatment of Premature Infants. 
on Mental Health, Kansas Medical Society. The Thymus in Relation to Health and Disease. 
EDITH B. JACKSON, M.D., Assistant Clinical Professor of Indications for Tonsillectomy in Children. 
Pediatrics, Yale University School of Medicine. 
BERTRAND I. KREHBIEL, M.D., Pediatrician, Topeka. Diagnosis of Obscure Cases of Rheumatic Fever. 
JOHN LICHTY, M.D., Professor of Pediatrics, University Diagnosis and Treatment of Rheumatic Heart Dis- 
of Colorado rad of Medicine. ease. 
EDWARD M. MARTIN, .M.D., Division of Maternal and C 1 for Child ith Rh ti 
Child Health, Kansas State Board of Health, Topeka. 


Treatment of Acute Leukemia in Children. 
The Role of X-Ray in Diseases of Children. 


Rooming-in Program for Newborn Babies. 


University of Kansas Faculty: 
GEORGE V. HERRMAN, M.D., Assistant Professor Pedi- 


atrics. 


HERBERT C. MILLER, M.D., Professor of Pediatrics. 
MERVIN J. RUMOLD, M.D., Associate in Surgery. 
CLARK W. SEELY, M.D., Instructor in Pediatrics. : 
RICHARD L. SUTTON, JR., M.D., Associate Professor of The Prevention of Emotional Problems in the Well 

ALEN M. TICE, M.D., Professor of Radiology. 
HERBERT A. WENNER, M.D., Assistant Professor of 

ediatrics. 

SLOAN J. WILSON, M.D., Assistant Professor of Medicine. Skin Diseases of Children. 


THE COYNE CAMPBELL SANITARIUM, INC. 


Northeast 23rd and Spencer Road Phone 4-8405 
OKLAHOMA CITY, OKLAHOMA 


J. H. Barthold, Business Manager 


ESTABLISHED IN 1939 
for treatment of 


NERVOUS AND MENTAL DISORDERS 


Coyne H. Campbell, M.D., F.A.C.P., F.A.A.P. James Snyder, M.D. 
Harold G. Sleeper, M.D. Irene Jennings, R.N., Supervisor 
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COUNTY SOCIETIES 


The Shawnee County Medical Society met De- 
cember 6 at the Jayhawk Hotel, Topeka, at which 
time members of the Auxiliary were guests. The 
following officers were named to serve in 1949: 
president, Dr. Leo A. Smith; president-elect, Dr. 
Lucius E. Eckles; vice president, Dr. Don C. Wake- 
man; secretary, Dr. Dwight Lawson; treasurer, Dr. 
G. F. Helwig. 


* * * 


Officers of the Cherokee County Society were 
elected at a meeting held in Galena late in Novem- 
ber: president, Dr. C. C. Fuller, Columbus; vice 
president, Dr. F. E. Deal, Weir; secretary-treasurer, 
Dr. Donald Bux, Columbus. 

* * * 

Dr. I. Joseph Waxse, Oswego, was named presi- 
dent of the Labette County Society at a meeting held 
at Parsons November 28. Other officers named are: 
vice president, Dr. Evert C. Beaty; secretary-treas- 
urer, Dr. M. Leon Bauman. 

* * * 

The Rice County Medical Society met at the 
Lyons hospital December 1. Dr. J. B. Jarrott, Hutch- 
inson, presented a paper on “Fractures Above the 
Elbow.” 

* * * 

The election of officers for the Atchison County 
Society was held December 8 at the Atchison hos- 
pital. Dr. Spencer Fast was named president for 
the coming year, Dr. E. T. Wulff, vice president, 
and Dr. F. I. Stuart, delegate to the state society 
meetings. 

* * * 

Members of the Sumner County Medical Society 
and Auxiliary held a joint dinner meeting at Harry’s 
Cafe, Wellington, December 16. 

* * * 

Dr. Orville S. Walters was elected president of 
the McPherson County Society at a meeting held at 
the McPherson hospital December 8. Dr. Weir 
Pierson was named vice president, Dr. Robert Sohl- 
berg, Jr., secretary, and Dr. A. M. Lohrentz, treas- 
urer. 

* * * 

The monthly meeting of the Sedgwick County 
Society was held December 7 at the Broadview Ho- 
tel, Wichita. Dr. William Valk of the University of 
Kansas Medical Center discussed “The Renogram,” 
and Dr. Franklin D. Murphy, dean of the medical 
school, outlined the rural health program proposed 
by the university. 


* * * 


The Wilson County Society met at the Kelley 


Hotel, Neodesha, December 8 and elected the fol- 
lowing officers: Dr. E. C. Duncan, Fredonia, presi- 
dent; Dr. A. Mary Hayden, Fredonia, vice president; 
Dr. Charles Stevenson, Neodesha, secretary. Dr, 
Duncan had served the society as secretary for the 


past 40 years. 
* * * 


A combined meeting of the Mitchell County So- 
ciety and the staff of the Beloit Community Hos- 
pital was held December 7 at the Porter Hotel, Be- 
loit. Dr. O. W. Davidson, Kansas City, spoke on 
“Urological Errors.” 

* * * 


The following officers of the Wyandotte County 
Society were elected at a meeting held in Kansas 
City December 21: Dr. William H. Alfgie, presi- 
dent; Dr. Maurice J. Ryan, vice president; Dr. Ward 
W. Summerville, secretary; Dr. J. W. Manley, treas- 
urer; Dr. P. E. Hiebert, censor; Dr. L. B. Gloyne, 
Dr. John S. Betz, Dr. Paul Lorhan and Dr. E. R. 
Mills, delegates to the state society. Dr. W. F. Roth, 
Jr., director of the psychiatric receiving ward at the 
University of Kansas Medical Center, outlined a 
four-point program that could be carried out to im- 
prove the treatment of the mentally ill in Kansas. 

* * * 


Physicians of the Pittsburg vicinity, southwestern 
Missouri and northeastern Oklahoma were guests of 
Dr. C. Herbert Smith and members of the Smith 
Clinic staff, Pittsburg, at a dinner meeting held at the 
Hotel Stilwell December 12. Those present were 
physicians cooperating in the monthly cancer clinic 
at Pittsburg. Dr. Stewart Gillmor, specialist in rheu- 
matic diseases in Kansas City, and Dr. E. H. Skinner, 
radiologist in Kansas City, were guest speakers. 

* * * 


The Montgomery County Society entertained 
members of the Auxiliary at a dinner meeting at the 
Hotel Dale, Coffeyville, November 17. Dr. A. E. 
Martin showed sound and motion pictures on phys- 
iotherapy subjects for the scientific program. Offi- 
cers for 1949 were elected as follows: president, 
Dr. P. M. Clark, Independence; vice president, Dr. 
W. R. Beine, Coffeyville; secretary, Dr. E. H. Beahm, 
Independence; treasurer, Dr. G. C. Bates, Indepen- 
dence; board of censors, Dr. J. G. Hughbanks, In- 
dependence. 

* * * 

A meeting of the Pratt County Society was held 
at the Park Hills Country Club, Pratt, December 14. 
The following officers were elected: president, Dr. 
C. V. Black; secretary-treasurer, Dr. F. A. Thorpe; 
delegate, Dr. Athol Cochran; alternate, Dr. J. R. 
Campbell; censors, Dr. Cochran, Dr. Campbell and 
Dr. E. M. Ireland. 
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| THE 
Lattimore Laboratories 


TOPEKA, KANSAS 


J. L. Lattimore, M.D., Director 
A. A. Fink, M.D., Pathologist 
A. C. Keith, B.S., Chemist 
H. C. Ebendorf, M.T.. Serologist 


PATHOLOGY, SEROLOGY, CHEMISTRY. BACTERIOLOGY. 
HEMATOLOGY AND PARASITOLOGY 


Containers furnished upon request. 


OFFICES: 
Topeka, Kan. El Dorado, Kan. Sedalia, Mo. McAlester, Okla. 


THE MAJOR CLINIC ASSOCIATION 


3100 EUCLID AVENUE KANSAS CITY, MISSOURI 
A Well Beautiful 
Equipped Location 
Institution Large, 
for the 
Nervous and 
Spacious 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Drug and Restoring 
Tobacco 
orm: 
Addictions Condition 
HERMON S. MAJOR, M.D. HERMON S. MAJOR, JR. 
Medical Director Business Manager 
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The quarterly meeting of the Central Kansas 
Medical Society was held at the city hall at Russell, 
December 16, with members of the Auxiliary as 
guests at a dinner that evening. During the after- 
noon there was a round table discussion of duodenal 
ulcer with the following physicians taking part: 
Dr. Thomas J. Rankin, chief of medicine at the 
Wichita VA Hospital; Dr. Philip Cooper, chief of 
surgery at the Wichita VA Hospital; Dr. James B. 
Fisher, Wichita. 

* * * 

New officers of the Reno County Society for 
1949 are: Dr. J. N. Blank, Hutchinson, president; 
Dr. Sam Jones, Hutchinson, vice president; Dr. L. F. 
Glaser, Hutchinson, secretary. 

*% 

A meeting of the Cowley County Society was held 
December 16 at Arkansas City. Dr. F. H. Chard, 
Wichita, presented a paper on common. skin dis- 
eases. 

* * * 

Members of the Barton County Society, meeting 
December :21, elected the following officers: presi- 
dent, Dr. David T. Loy; vice president, Dr. Corbin 
Robison; secretary-treasurer, Dr. Robert C. Polson; 
delegate, Dr. L. R. McGill; censors, Dr. R. J. Leiker 
and Dr. R. J. Wheeler. 

* * * 

Dr. Wayne C. Bartlett, Wichita, was guest speaker 
at the meeting of the Butler County Society held 
December 13 at El Dorado. His topic was “Re- 
gional Ileitis.” 


ACTIVITIES OF MEMBERS 


Dr. William P. Callahan, Wichita, will address 
a four-state meeting of the International College of 
Surgeons at Miami, Florida, during a meeting on 
January 20 and 21. He will take part in a scientific 
session. 


* * * 


Dr. Noble E. Melencamp, Dodge City, has been 
nominated to receive the title, “Southwest Kansas 
Leader of the Year,” in a contest sponsored by the 
Hutchinson News-Herald. 

* 

Dr. LaVerne B. Spake, Kansas City, addressed the 
Kansas City Kiwanis Club at a meeting held De- 
cember 16. His subject was, “The Deaf Child, Cause 
and Treatment.” 

* * 

Dr. H. O. Marsh, Wichita, has enrolled for post- 
graduate work in orthopedics at Tulane University, 
New Orleans. He will return to his practice next 
June. 


Dr. Charles Joss, Topeka, recently passed exam- 

inations given by the American Board of Surgery. 
* * * 

Dr. James G. Conley, Pittsburg, received the local 
Eagles lodge civic award for community service at 
a ceremony held November 28. 

* * * 

Dr. F..M. Coffman, Ford, was honored by the 
community at a party on December 2, the occasion 
of his 71st birthday. A program was presented by 
some of the more than 1,500 persons at whose birth 
he had assisted, and a tribute was also given by the 
Ford County Medical Society. 


DEATH NOTICES 


FRANKLIN JEROME WALKER, M.D. 


Dr. Frank J. Walker, 74, Wichita physician 
who retired in 1938, died at his home Decem- 
ber 1. He was graduated from the Kansas 
Medical College, Topeka, in 1902, and began 
practice in Wichita, leaving there only during 
World War I when he served in the Army 
medical corps in France. 

* * * 


EMERY GOLDEN COYLE, M.D. 


Dr. E. G. Coyle, 59, who had practiced in 
Coffeyville for 36 years, died at a Kansas City 
hospital December 11. He received his med- 
ical degree from St. Louis University School 
of Medicine in 1911 and began practice in 
Coffeyville immediately afterward. During 
recent years his son, Dr. John F. Coyle, has 
been associated with him in practice. He was 
an active member of the Montgomery County 
Medical Society. 


* * * 


WAYNE BERNARD GRANGER, M.D. 


Dr. Wayne B. Granger, 56, an active mem- 
ber of the Lyon County Medical Society, died 
December 26 as the result of injuries received 
when he was struck by an automobile. During 
his years of practice in Emporia, he specialized 
in eye, ear, nose and throat work. He was a 
diplomate of the American Board of Oph- 
thalmology and of the American Board of 
‘Otolaryngology and was a fellow of the Amer- 
ican College of Surgeons and of the American 
Academy of Ophthalmology and Otolaryn- 
gology. He received his medical education at 
the University of Illinois College of Medicine, 
graduating in 1919. 
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Inorganic and Organic Chemicals 
Biological Stains - Solutions 
Chemical Indicators - Test Papers 


COOK COUNTY 


GRADUATE SCHOOL OF MEDICINE 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—lIntensive Course in Surgical Technique, Two 
Weeks, Starting January 24, February 21. 

Surgical Technique, Surgical Anatomy and Clinical Sur- 
gery, Four Weeks, Starting February 7, March 7. 
Surgical Anatomy and Clinical Surgery, Two Weeks, 

Starting February 21, March 21. 
Surgery of Colon and Rectum, One Week, Starting March 
7, April 11. 
Surgical Pathology Every Two Weeks. 
GYNECOLOGY—Intensive Two Weeks, Starting 
February 21, March 21. 
Approach to Surgery, One Week, Starting 
ebruary 14 
OBSTETRICS—Intensive Course, Two Weeks, Starting 
March 7. 
MEER Course, Two Weeks, Starting April 


sais Course in Gastroscopy, Two Weeks, Starting 
March 7. 

Course, Four Weeks, Starting 
April 4. 

DERMATOLOGY—Formal Course, Two Weeks, Starting 
April 18 

Clinical Course Every Two Weeks. 

CYSTOSCOPY—Ten Day Practical Course Every Two 
Weeks. 

ROENTGENOLOGY—Lecture and Diagnostic Course, Two 
Weeks, Starting the First Monday of Every Month. 


Clinical course starting the third Monday of every month. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
BRANCHES OF AND THE 


TEACHING OF 
COOK COUNTY HOSPITAL 


Address: Reg'strar, 427 S. Honore Street, Chicago 12, Ill. 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 


PAUL L. WHITE, M.D., F.A.P.A., 
MEDICAL DIRECTOR 


Box 3028, South Austin 13, Texas ~ 


ACCIDENT - HOSPITAL + SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


ALL ALL 


COME FROM DENTISTS 60 TO 
$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00. 


$100.00 weekly indemnity, accident and sickness Quarterly 


ALSO HOSPITAL EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 


85c out of each $1.00 gross income used 
for members’ benefits 
$3,000,000.00 $15,000,000.00 


Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
protection of our members 
Disability need < be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
HEALTH ASSOCIATION 

years under the same manageme-t 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 
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CORSETS 
A complete line of 
Expert Fillers 
rae W.E.ISLE company 
the (\ i121 GRAND @ KANSAS CITY, MO. 
ENTIRE SECOND FLOOR VICTOR 2350 
i) | > 
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i 
Distributed by | 
Physician and Laboratory Supply Houses 
‘The COLEMAN & BELL COMPANY, Inc. 
MANUFACTURING CHEMISTS NORWOOD, ouio, v. S.A. | 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Pediatric Endocrinology 

Recent Progress in Pediatric Endocrinology. By Edgar 
Gordon. Meeting of Acad. Ped., Milwaukee, Wi:., June 
1948. 

Obesity should be treated by adequate diet reduc- 
tion. Thyroid should not be given on the basis of 
B.M.R. findings, but on the finding of clinical and 
laboratory evidence of hypothyroidism. This should 
include a retarded developmental record, slow den- 
tition, dry skin, coarse hair, mental retardation, re- 
tardation of bone age, blood cholesterol 275 to 300 
mg per cent. The author states, “There is no en- 
docrine obesity.” 


There is an alarming increase of diabetes mellitus. 
Even in well controlled cases there is serious vascular 
damage evident even at the end of five years. There- 
fore some method of diabetic prophylaxis is most 
important, particularly in children with diabetic 
background. The first finding of active diabetes 
means the case has been coming down for at least 
one year. The author believes these children should 
have frequent urine examination for sugar and if 
ever found the blood sugar should be taken and the 
patient kept on a starvation diet until the blood 
sugar remains normal. During any illness these 
children should be protected with insulin until re- 
covered. He believes thus lessening the load on the 
Isles of Langerhan may possibly prevent develop- 
ment of potential diabetes—D.R.D. 


* * * 


Reflex Anuria 
Reflex Anuria, Its Treatment by Procaine Sympathetic 
Block. By John M. McGowan. Am. Jnl. Surg., 76:2, 205- 
210, Aug. 1948. 
The authors cite a case of complete anuria relieved 
by paravertebral block of the sympathetic innerva- 


tion of the kidneys. Bilateral injections are made at 
the levels of T-11 and 12 and L-1 and 2. Tethnic 
is described and the rationale discussed. 

The authors believe that reflex anuria due to a 
spasm of the arterioles of the glomeruli may occur 
with renal trauma or organic renal disease. They 
feel that blocking the sympathetic innervation 
should be tried in most cases of anuria because of 
the extremely grave implications of the condition 
and because relief may be provided by the relatively 
simple technic of the paravertebral block.—T.P.B, 

* * * 
The “Silent” Gallstone 

The “Silent” Gallstone. By James H. Saint, Am. Jnl. 
Surg., 76:2, 121-123, Aug. 1948. 

The author emphasizes that asymptomatic gall- 
stones are a potential source of obstruction and/or 
inflammation leading to cholecystitis, hydrops, and 
empyema, pancreatitis, and common duct obstruc- 
tion, as well as cholangitis and hepatitis. He particu- 
larly emphasizes that in nearly every case of cancer 
of the gallbladder stones are present and that the 
threat of malignancy alone is sufficient indication 
for surgery in all cases of calculus where the patient's 
condition warrants.—T.P.B. 


CLASSIFIED ADVERTISEMENTS 
CRUTCHES with tips, $2.25 pair postpaid. Braces made 
repaired, altered. Prompt service. BOSWORTH BRACE 
SHOP, 416 N. Water, Wichita, Kansas. 


DOCTOR WANTED—General practitioner to locate in 
good town. Married man preferred. Good territory, good 
roads. Three hospitals near. Write the Journal 14-48. 


FOR SALE—Office equipment, x-ray, trays, basins, a few 
instruments, cabinets, etc. Low price. Write the Journal 
13-48. 


FOR SALE—Complete office equipment for E.E.N.T. 
practice. Write the Journal 15-48. 


TOWN WILL RAISE FUNDS TO PROVIDE OFFICE FA- 
CILITIES, HOME for physician. In Eastern Kansas, wide 
trade territory drawing from four neighboring towns with- 
out doctors. Write the Journal 16-48. 


GOETZE 


orders. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


NIEMER 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 


co. 


A complete line of laboratory 
controlled ethical pharmaceuticals. 
Chemists to the Medical Profession for 44 years, 


KA-1-49 Che Zemmer Company 


Oakland Station © PITTSBURGH 13, PA. 
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DYNAMITE 


As we drive down the road and see a 
‘large ten-ton truck approaching, all of us 
at times have been just a little appre- 
hensive. 


Might as well be ten tons of Dynamite. 
Death would be just as certain, should 
the driver err just a little. 


As we pass them, it’s often with hope 
in our hearts, wondering, too, if the 
driver is wearing a pair of scientifically 
fabricated Visual Aids, processed in one 
of the Better Optical Laboratories. 


Many prescriptions once thought im- 
possible to fabricate, are now being scien- 
tifically processed in your Better Optical 


Laboratories. 


COMPANY 


55 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports Us 
Taylor Back Brace 
Surgical Made to Order 
Corsets In Our Own Factory 


P. W. HANICKE MFG. CO. 


1009 McGee St. Victor 4750 
KANSAS CITY, MO. 


The Neurological Hospital, 2625 The 
Paseo, Kansas City, M issouri. Oper- 
ated by the Robinson Clinic, for the 
care and treatment of nervous and 
mental patients and associated condi- 


tions. 


RADIUM 


(including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincey X-Ray & Radium Laboratories 
(owned and directed by a Physician- 
Radiologist) 


Harold Swanberg, B.S., M.D., Director 
W.C. U. Bldg. Quincy, Illinois 


THE TROWBRIDGE TRAINING SCHOOL 
Established 1917 
A HOME SCHOOL for NERVOUS and BACKWARD CHILDREN 
The Best in the West 


Beautiful Buildings and Spacious Grounds. Equipment Unexcelled. Experienced Teachers. Personal Supervision given 
each Pupil. Resident Physician. Enrollment Limited. Endorsed by Physicians and Educators. Pamphlet upon Request. 


1850 Bryant Building E. HAYDEN TROWBRIDGE, M.D. 


Kansas City, Mo. 


112 W. 7th St. 
Topeka, Kansas 


Medical and surgical supplies for Kansas doctors of Medicine and Hospitals 


Munns Medical Supply Co., Inc. 


609 Minnesota 
Kansas City, Kans. 
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“FOR ME 
ALWAYS” 


Because DARICRAFT 


1. is EASILY DIGESTED 


2. has 400 U.S. P. Units of VITAMIN 
1 D per pint of evaporated milk. 


3. has HIGH FOOD VALUE 

4, has an IMPROVED FLAVOR 

5. is HOMOGENIZED 

6. is STERILIZED 

7. is from INSPECTED HERDS 

8. is SPECIALLY PROCESSED 

9. is UNIFORM 
10. will WHIP QUICKLY 
PRESCRIBED BY MANY DOCTORS 
... You also may want to utilize Daricraft as 


a solution to your infant feeding problems, 
as well as in special diets for convalescents. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MISSOURI 


EVAPOR> 
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Clinica 


Today, there is a wealth of clinical evidence supporting 
the use of Meonine as a supplement to the protein-rich 
diet usually prescribed for liver damage associated with 
malnutrition, pregnancy, allergy, certain chemical poi- 


sons, and alcoholism. 


Typical of this evidence is a Beams-Endicott paper*. The 
authors reported that a methionine supplement seemed to 
cause regeneration of the liver parenchyma, in cirrhotic 
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Stormont Medical Library,\\ 
State House, 
Topeka, Kansas ‘ 
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EST WE FORGET—we who are of the vita- 
min D era—severe rickets is not yet eradi- 
cated, and moderate and mild rickets are 
still prevalent. Here is a- white child, sup- 
posedly well fed, if judged by weight alone, 
a farm child apparently living out of doors 
a good deal. This boy was reared in a state having a latitude be- 
tween 37° and 42°, where the average amount of fall and winter 
sunshine is equal to that in the major portion of the United States. And 
yet such stigmata of rickets as genu varum and the quadratic head 
are plain evidence that rickets does occur under these conditions. 


How much more likely, then, that rickets will develop among 
city-bred children who live under a smokepall for a large part of 
each year. True, vitamin D is more or less routinely prescribed 
nowadays for infants. But is the antiricketic routinely admin- 
istered in the home? Does the child refuse it? Is it given in some un- 
standardized form, purchased from a false sense of economy because 
the physician did not specify the kind? 

A uniformly potent source of vitamin D such as Oleum Perco- 
morphum, administered regularly in proper dosage, can do more 
than protect against the gross visible deformities of rickets. It may 
prevent hidden but nonetheless serious malformations of the chest 
and the pelvis and will aid in promoting good dentition. Because 
the dosage is measured in drops, Oleum Percomorphum is well 
taken and well tolerated by infants and growing children. 


OLEUM PERCOMORPHUM 
WITH OTHER FISH-LIVER 
OILS AND VIOSTEROL 


Potency, 60,000 vitamin A units 
and 8,500 vitamin D units per 
gram. Supplied in 10 cc. and 
50 cc. bottles; and as capsules 
in bottles containing 50 and 250. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 


Please enclose professional card when requesting samples of Mead Johnson products to co-operate in p 


ing their hii horized persons 
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